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JUDGEMENTS ABOUT DISEASE: A CASE STUDY 
INVOLVING LADINOS OF CHIAPAS* 


HORACIO FABREGA, JR. 


Department of Psychiatry, University of Pittsburgh, Pittsburgh, Pennsylvania 
and 


JOHN E. HUNTER 


Department of Psychology, Michigan State University, East Lansing, Michigan 


Abstract—This paper reports on a social medical study conducted among peasants residing in Tenejapa, 
a small town in the highlands of Chiapas, Mexico. Social relations and their determinants and conse- 
quences, such as personality types and emotional states, play a critical role in the theory of disease 
as do other ideas involving physical factors and supernatural agencies. We chose to concentrate on 
selected themes in this theory and measure how they are used by different subgroupings. Residents 
of the town were asked to perform four rankings separately and these involved the relative importance 
of 12 emotions and 12 personality types on two independent dimensions of disease, namely disease 
susceptibility and disease severity. The ranks produced by this technique showed that a substantial 
degree of agreement exists, particularly in terms of factors which are considered most and least medically 
harmful. Although individual differences concerning the relative contributions of the emotions and 
personalities were observed, considerable consensus seems to exist about the contributions of certain 
emotions and personalities. Separate analyses of sex and age groupings supported this generalization 
The association between the personalities and emotions and 24 specific types of (folk) diseases was 
also analyzed quantitatively. The pattern of responses showed high agreement regarding antecedents 
of a subset of illness conditions, though substantial differences across individuals were also noted 
The results are discussed in terms of the general way in which lay theories of disease may function 
and also how residents of the region construe the roles of personality and emotion in disease. Also 
discussed were the limitations inherent in the approach, and the possibility that the results were affected 
by a “narrowness” of focus, or method, or by other variables implicit in the theory but not tested 
in this study. 


and of those who care for them [5,6]. In the latter 
instance beliefs are seen as providing the cognate 
background in terms of which the behaviors during 
illness and treatment are enacted. The medical activi- 
ties which take place during occurrences of disease 
are then usually interpreted analytically in functional 


INTRODUCTION 


Disease and illness are eventualities that are ubiqui- 
tous among members of social groups. In underdevel- 
oped societies where the level of disease is compara- 
tively high one finds that disease and its implications 


are important objects of concern and discussion. 
Since disease is a recurring phenomenon which poses 
problems to a people, they have explicit beliefs about 
its causes and mechanisms. When viewed in their 
totality, these medical beliefs constitute a lay theory 
about disease. Such a theory is used by medical prac- 
titioners and the lay populace to explain occurrences 
of disease and also to validate treatment. 

Beliefs about disease have been frequently studied 
by social scientists. A common aim is to study lay 
orientations to disease and treatment so as to deter- 
mine whether these promote actions which affect 
health status and function [1,2]. Such an enterprise 
has produced data showing the beneficial conse- 
quences of folk medical practices. Cultural anthropo- 
logists tend to handle beliefs about disease as symbolic 
phenomena. The researcher uses the symbols in terms 
of which disease and treatment are understood and 
relates them to the myths and values of the group 
[3, 4]. 

A related approach has sought to understand how 
medical beliefs may affect the actions of sick persons 


* Peter K. Manning provided some valuable suggestions 
in the writing of earlier versions of this paper. 
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terms. This is an appropriate and useful strategy in 
social medicine which aims to clarify how persons 
cope with medical crises. In the long run, insights 
about medical care practices are likely to prove useful 
to social planners and health service personnel who 
are concerned with making medical practice respon- 
sive to human needs 

In the study of the social and cultural aspects of 
a people’s beliefs about disease a descriptive approach 
is ordinarily followed. Little attempt is made to con- 
ceptualize beliefs about disease as a group’s formal 
theory and to evaluate quantitatively how this theory 
is understood and used by different members of the 
group. To understand how a group copes with medi- 
cal problems one should ideally first clarify what the 
similarities and differences are in the way members 
understand and use their theory of disease. A purely 
descriptive emphasis is reflected in the fact that a 
comparatively small number of informants furnish the 
data for a study. The problems of such an approach 
to the study of medical problems have been explicit 
[7,8]. The advantages of the descriptive study lie in 
its comprehensiveness, but often empirical precision 
is lost, and detailed relationships can only be sug- 
gested, rather than presented. On the other hand, a 
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focused empirical study must reduce its scope, and 
eschew general cultural descriptions in an attempt to 
depict a selected aspects of the problem studied. 

The purpose of the study reported here was to ana- 
lyze some selected beliefs about disease of Spanish- 
speaking peasants living in a small town in the high- 
lands of Chiapas, Mexico. The medical problems and 
beliefs about disease of these and nearby people of 
the highlands have been the object of previous study 
by the authors [9,10]. The way these beliefs fit 
together to form a theory about disease has been 
reported elsewhere [11]. The theory relates environ- 
mental factors, including physical, social and super- 
natural factors, to the feelings states of the person 
and to his physical and social well being. Notions 
of balance, harmony and “feedback” among different 
aspects of the person figure as important themes. The 
present paper reports on a systematic and quantita- 
tive analysis of how members of the town understand 
and use key elements of this theory. The study sought 
to clarify the way in which understandings about dis- 
ease were distributed among different subgroupings 
of the town and to measure the degree of consensus 
which exists regarding their interpretation. 


RESEARCH SETTING 


The study was conducted in Tenejapa, a small town 
in the highland portion of the state of Chiapas in 
Mexico. This area is heavily populated by descen- 
dants of the Mayans who live in territorial-political 
units (termed municipios) surrounding the city of San 
Cristobal, the principal social and commercial center 
of this region. The majority of the indians live in rural 
hamlets scattered throughout a municipio. Each muni- 
cipio contains a governmental, trading and cere- 
monial center. Tenejapa is one such Indian municipio. 
The town is populated on a permanent basis by 
Spanish-speaking ladinos whom we chose as subjects 
for the present study [12]. 

Although Tenejapa, with a ladino population of 
about 450, is physically close to San Cristobal, it is 
far removed from a social and cultural standpoint 
in large part due to limited communication and trans- 
portation. Changes taking place in San Cristobal 
seem hardly to affect the lives of Tenejapanecos 
though this is changing rapidly. Most ladino residents 
of Tenejapa support themselves by farming, raising 
chickens and pigs and by trading with the Maya In- 
dians who reside in the municipio and visit the town. 
By most standards of accounting, Tenejapanecos are 
poor, and although technically literate, few have had 
as many as six years of schooling. 


METHODS OF PROCEDURE 


The first concern was to describe the general orien- 
tation toward disease of the Tenejapaneco. Earlier 
research experiences allowed easy access to four 
representative families of Tenejapa whose members 
served as principal informants for this study. Family 
members were interviewed in depth in their native 
language (Spanish) about various orientations and 
meanings of disease. The methods employed were 
largely those of systematic elicitation from infor- 


mants. Starting with a shared framework of com- 
munication, the goal was to search for the specific 
and relevant linguistic categories and principles which 
govern the cognitive domain of disease. 

The interview yielded material involving native 
orientations towards disease. The “theory” of disease 
of the people of this region embraces a large number 
of factors, including humoral notions derived from 
Spain, native Maya beliefs about ancestors and 
ghostly beings, and more modern Western-scientific 
ideas involving constitution and diet. All of these fac- 
tors are held to be involved in the causation of disease 
and the theory of disease that Tenejapanecos have 
blends them into a more or less coherent system. The 
theory is used as a means of general orientation and 
also to explain and to cope with actual occurrences 
of disease. In this paper we focus on how persons 
use a subset of ideas of the theory, specifically those 
involving personality and emotion. Any occurrence 
of disease may bring into play several of these par- 
ticular notions as well as others involving diet, sleep 
and atmospheric conditions. Consequently, in choos- 
ing to concentrate on these two we are testing but 
a few of the key premises of this theory of disease. 

An interview format was devised using material de- 
rived from the preliminary eliciting interviews. Dis- 
cussions with informants indicated that proneness to 
disease and its resulting severity were central themes 
which concerned the individual Tenejapaneco. In this 
regard, the role of emotions and the characteristics 
of persons (“personalities”) were especially relevant. 
The interview consisted of two parts each of which 
required tasks of the subjects. The first task required 


that a subject rank separately 12 common personality 
types in terms of susceptibility to disease. The per- 
sonality judged as most susceptible to disease was 


Table 1. 


Caractéres (personality types) 


One who lies 
Religious 


Mentiroso 
Religioso 
Pensativo Intellectually preoccupied 
Serio Serious 

Timido Shy 

Amargo Bitter 

Noble Noble 

Desconfiado Distrustful 

Relajado Foolish, silly 

Distraido Distracted 

Orgulloso Proud 

Nervioso Nervous 


Sentidos (emotion categories) 


Anger 

Envy 

Fear 

Jealousy 
Worry 
Superstition 
Excitement 
Sadness 
Shame 
Happiness, joy 
Suspicion 
Dreamy states 


Enojo 
Envidia 
Miedo 
Celos 

Pena 
Supersticion 
Imprecion 
Tristeza 
Verguenza 
Alegria 
Sospecha 
Los suenos 


Judgements about disease 


Table 2. Judgements on the influence of personality on disease severity 


Females 
Mean 
rank 


Person- 
alities 


Old subjects 
(> 30) 
Mean 
rank 


Young subjects 
(< 30) 
Mean 


rank S.D. 


CTAS- = TOMaMOAw>yS 


7.33 
8.61 
3.83 
8.22 
5.00 
4.67 
7.06 
6.44 
8.33 
7.44 
8.33 


,79 


7.67 
8.42 
3.46 
8.75 
5.50 
4.38 
7.92 
6.92 
8.88 
15 
8.21 


F417 


2.82 
3.01 
2.20 


3.10 


ranked as No. 1 and that as least susceptible No. 
12. Following this he was asked to rank twelve emo- 
tional states on the same dimension, the emotion 
which made the individual most susceptible to disease 
again ranked one and that making him least suscep- 
tible twelve. The emotions and personalities used in 
this portion of the test are listed in Table 1. The next 
task required a subject to rank separately the same 
twelve personalities but this time in terms of the in- 
tensity or severity that was likely to be produced in 
the event of disease. Again, the personality likely to 
eventuate in the highest degree of severity of disease 
was ranked | and that eventuating in the lowest 
ranked 12. A similar ranking of emotions on the 
dimension of intensity followed this. The subject thus 
performed four separate rankings: two involved per- 
sonalities and two emotions. Each of these sets of 
causal variables were examined in terms of putative 
effects on disease susceptibility and disease severity. 

The second part of the interview involved what we 
shall term “disease specificity”. Each of the 24 most 
common (folk) disease conditions elicited from infor- 
mants in earlier interviews was printed on a separate 
card, and the subjects were asked to link two of these 
diseases with each of the 12 emotions. The query was: 
“Given that this emotion (X,) should bring disease, 
which two of these disease conditions is it most likely 
to bring?”. This task was facilitated for the subjects 
by placing the twelve emotion cards in a random 
order horizontally across the top of a large table, 
arranging (again in random order) the 24 disease 
terms on the table. Diseases could not be linked with 
more than one emotion term. Following this task, 
subjects were then asked to link the 24 diseases, but 
this time with the 12 personality types. The instruc- 
tions used with the emotions were also employed in 
this instance. The subject, in effect, was asked to ana- 
lytically consider the whole corpus of disease which 
earlier interviews had suggested had high salience in 
Tenejapa. He or she was asked to display by choices 
the particular link which was judged to exist between 
each of the disease conditions and, first, the various 
personality types; following this, the link which the 
diseases had with the various emotions. 


Sample 

The two-part interview was conducted with each 
of 42 residents of the town of Tenejapa. None of the 
persons who served as informants were used as sub- 
jects. Every occupied household in Tenejapa was 
visited by a middle-aged male interviewer who was 
a resident of the town and who has helped the 
authors in previous studies. From each household the 
interviewer was instructed to only choose adults, to 
record the age and sex of the subject, and to choose 
different sexes from alternate househoids. 


RESULTS: THE INFLUENCES OF PERSONALITY 
AND EMOTION 


A basic assumption in the analysis was that if Tene- 
japanecos as a group did not have a well-articulated 
picture of the relationship between personality (or 
emotion) and disease severity (or susceptibility), then 
the rank orders produced by them should vary ran- 
domly from subject to subject. The extent to which 
different subjects produce the same rank order is thus 
a measure of the extent to which there is a general 
shared belief relating personality (or emotion) and 
disease severity (or susceptibility). 

As an example, following one ranking procedure 
a particular personality was associated with 42 dis- 
ease severity ranks. The average of these ranks reflects 
how the group weighs that personality vis-a-vis dis- 
ease severity. The absolute value of a personality’s 
average rank reflects its general importance as a 
health factor; the lower its value, the greater the 
severity. On the other hand, the relative value of a 
personality’s average rank reflects how the group as 
a whole judged that personality in relation to the 
other 11 personalities. If personality A had a mean 
rank lower than B, it was judged to produce more 
serious disease than B. The standard deviation of 
scores on this personality type represents the relative 
degree of agreement across subjects about its in- 
fluence in affecting disease severity. Thus, if in ranking 
personalities in terms of severity all of the subjects 
had produced the same rank orders, then the means 
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associated with the 12 personality types would have 
ranged from the absolute minimum of | to the abso- 
lute maximum of 12 and the standard deviation of 
each personality type would have been zero. On the 
other hand, had these rank orders all conformed to 
a random distribution, then the mean of each per- 
sonality would have been a median of 6.5 and the 
standard deviation a relatively large number. 

In the personality-severity rankings the means for 
the subjects ranged from approximately 2 to 8. Thus, 
although there was considerable agreement, the pat- 
tern formed by the twelve personality types reflected 
far from perfect harmony. In general, the remaining 
three sets of ranks produced by the group tended to 
conform to the pattern described for personality- 
severity: on each disease characteristic, the 12 emo- 
tions and the twelve personalities were associated 
with values that differed substantially among them- 
selves and from the median of 6.5. Thus, in “produc- 
ing” nonrandom rankings the group reflected the view 
that the various personalities and emotions had a dif- 
ferential influence on disease severity and disease sus- 
ceptibility. 

The absolute values of the ranks of each emotion 
(or personality) on the two disease characteristics also 
differed. More specifically, the value of an average 
rank of an emotion (E,) on severity differed from that 
on susceptibility and this was also the case with the 
personalities. Despite these differences, there were 
some general trends in the way specific emotions and 
personalities were judged: (1) The nervous type and 
the intellectually preoccupied type (in that order) were 
each associated with the smallest average rank (i.e. 
absolute value) on both severity and susceptibility. 
These personalities, then, are the ones judged as most 
noxious with respect to disease. (2) The two most 
“noxious” emotions are sadness and worry in that 
order. They were associated with the smallest average 
ranks in both severity and susceptibility. (3) The emo- 
tion “happiness” produced the largest average rank 
in both susceptibility and severity, and the personality 
“serious” type was ranked low (i.e. 11th) on severity 
and susceptibility. In general, there was less clear 
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Fig. 1. Influence of personality on disease severity (age 
groups). 
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Fig. 2. Influence of personality on disease severity (sex 


groups). 


agreement at this “lower end” of the ranking than 
there was at the top (i.e. at the “noxious” end). The 
remaining emotions and personalities had different 
relative values. (The degree of overlap produced by 
severity and susceptibility is reviewed below). 
Although there were differences in the average 
ranks of specific emotions and personalities on both 
severity and susceptibility, the tendency was for the 
group to show substantial general agreement. The 
tendency for the subjects to produce a general pattern 
linking emotion (and then personality) with disease 
severity (and then susceptibility) is brought out by 
focusing on the influences of age and sex on these 
rankings. For illustrative purposes we will concen- 
trate again on the relations between personality and 
disease severity. Figures 1 and 2 present rather dra- 
matic evidence that Tenejapanecos believe that there 
exists a determinate relation between specific persona- 
lity types and severity of disease. To construct these 
figures, the group of subjects was partitioned by age 
(Fig. 1) and by sex (Fig. 2). For any one subgroup 
(e.g. the subjects who were under 30), each personality 
type was associated with a mean rank which repre- 
sented the subgroup’s judgement about the relative 
severity of disease in such a personality. The rank 
orders for the subjects over 30 were averaged in a 
similar fashion. In effect, for each personality type, 
two numbers were obtained: The mean rank in sever- 
ity produced by the subjects under 30 and the mean 
rank in severity produced by the subjects over 30. 
These figures and the associated standard deviations 
are shown in Table 2. The figures in this table were 
the ones plotted against one another to form Fig. 
1. The logic of these figures needs to be emphasized. 
Perfect agreement across subgroupings would result 
in points following along a straight line: Each sub- 
group would impute an equal relative weight to each 
personality. On the other hand, no agreement would 
produce a random assortment of points. The fact that 
the points fall relatively close on line Y = X has two 
implications. First, there are large and systematic dif- 
ferences in Tenejapanecos’ beliefs about the severity 
with which disease will strike people of different per- 
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Fig. 3. Influence of personality (total group) 


sonality types. Second, there is little, if any, difference 
in these beliefs when Tenejapanecos who are under 
30 are compared with those over 30. 

A similar graph was constructed in order to com- 
pare the beliefs of men and women of Tenejapa 
regarding this same question of personality type and 
disease severity (see Fig. 2). Again, the points in the 
plot ranged close to the line Y = X, but not nearly 
as closely as in Fig. 1. In particular, the deviation 
in the points labeled F and J deserve special consider- 
ation. The point F is the point for amargo or “bitter”. 
The location of this personality type in the figure can 
be viewed in two alternative ways. The fact that the 
point is below the line means that women give a 
smaller rank to amargo than do men, i.e. women are 
more likely to believe that disease is more severe for 
people described as bitter. Note that the fact that men 
produce a larger rank than do women does not mean 
that their rank is large. The male mean of 5.35 is 
a full rank smaller than the average of 6.5. Applying 
the same rationale, consideration of the point labeled 
J shows that women rank distraido or “distracted” 
a rank above the average of 6.5, while men place it 
a rank below the average. These personality types are 
those about which the sexes are in sharp relative dis- 
agreement. 

A similar analysis of the putative influence of per- 
sonality, this time on susceptibility to disease, was 
performed using age and sex as classificatory vari- 
ables. Moreover, similar analyses were conducted for 
the emotions: age and sex groupings were compared 
in terms of how they ranked the emotions, first on 
susceptibility and then severity. Because of space limi- 
tations, these results will not be presented. Suffice it 
to say that the rankings produced by the men versus 
women and young versus old showed a strong corre- 
spondence and when plotted, tended to fall along the 
X = Y line. As in the example presented above, there 
were instances which reflected disagreement among 
the sex and age groupings, but points of strong dis- 
agreement were few. On the whole, then, there was 
substantial agreement in the way age and sex group- 
ings ranked emotion and personality. 


SUSCEPTIBILITY AND SEVERITY 
COMPARED 


We next addressed the following question: “Is there 
a relationship between the subject’s beliefs about the 
severity of an illness and their beliefs about suscepti- 
bility to illness?”. The relevant information for the 
analyses of this question involves graphs which com- 
pared a subgroup’s mean ranks on susceptibility 
versus severity on the same items (i.e. either person- 
ality or emotion). In the case of personality, Fig. 3 
depicts the relationship between susceptibility and 
severity for all 42 informants. This plot reveals the 
high similarity in the way personality type is judged 
vis-a-vis these two illness dimensions, although the 
points labeled H, I and K each reflect definite discre- 
pancies (of a large magnitude only in the case of the 
proud personality). Thus, in this instance, there is 
little difference in the rank order for severity and the 
rank order for susceptibility in the group as a whole. 
This generalization held up when data from all four 
subgroups (men, women, young and old) were ana- 
lyzed separately. There is thus little loss in informa- 
tion produced by averaging the two illness dimen- 
sions to form an index of the general health ascribed 
to the twelve personality types studied. 

We next considered the problem of whether or not 
the subject’s rankings of emotion-severity and emo- 
tion-susceptibility would be related. Here, we asked: 
Does an emotion have a different relative influence 
on disease susceptibility as compared to disease sever- 
ity? Figure 4 shows the relationship between mean 
rank on severity and mean rank on susceptibility for 
the sample (n = 42). There is only one discrepancy. 
Shame (I) is ranked well below average in producing 
severe illnesses and somewhat above in producing fre- 
quent disease. The plots for each of the four sub- 
groups were analyzed separately (e.g. how males, 
females, younger and older subjects related susceptibi- 
lity and severity). Although the general trend is for 
these mean ranks to be equal, each of the four groups 
had at least one emotion for which there was a sub- 
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Fig. 4. Influence of emotions (total group). 
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Table 3. Illness types and their (folk) meaning in Tenejapa 


i. Urticaria Skin rash, frequently affecting face 
23 Mal hechado Witchcraft—protracted disease—literally means evil sent 
3: Pulmonia Respiratory illness, usually protracted and incapacitating 
4. Fiebre intestinal Protracted gastro intestinal illness; debilitating 
; Paludismo Malaria-like illness—fever, wasting 
6. Locura Madness—social behavior disturbances 
7. Rinones Illness accompanied by low back and waist pain—literally means 
kidney troubles 
8. Colitis Prominent protracted diarrhea 
9 Asma Respiratory illness, coughing, shortness of breath 
10 Tuberculosis Self explanatory—denotes protracted illness 
14. Ataques Epileptic or seizural problems 
12. Anemia Self explanatory—suggests weakness 
13. Gripa Upper respiratory infection—acute 
14. Diabetis Like diabetes—“sugar in urine and blood” 
15 Cancer Self explanatory 
16. Espanto Same as susto—soul loss due to fright 
17 Tiricia Protracted sadness with wasting, lassitude 
18. Eufermedad de la vista Eyesight disturbance 
19. Reuma Rheumatic disturbance—joint and bone pains Js. 
20 Mal de higado Liver difficulties—implies “digestive troubles” > 7 
21 Empacho Abdominal distress and fullness peeme 
22 Eufermedad de corazon Heart troubles 
23 Colico Pain in abdominal region following eating and/or temperature 


change—acute incapacitation 
Ulcer troubles—denotes abdominal illness 


Ulcera 


stantial discrepancy between its mean rank in likeli- PERSONALITY TYPES, EMOTIONAL 
hood of producing disease and its mean rank for the CATEGORIES AND THEIR RELATIONS 
severity of disease that may be produced. In general, TO FOLK DISEASES 

in evaluating the influences of the emotions, the idea 
of severity and the idea of susceptibility are closely 
related in each subgroup. Thus, there is ample justifi- It will be recalled that subjects were given a forced 
cation for averaging the two ranks to form an overall choice as to which of 24 folk diseases (see Table 3) 
index which reflects the degree of medical relevance were likely to be associated with each of the 12 per- 
attributed to each emotion. However, inspection of sonalities. This yielded a 12 by 24 matrix, each of 
this index indicated that there was a greater loss in the 24 columns representing a specific illness and each 
information in characterizing emotions when com-_ row a personality (see Tables 4 and 5). Since each 
pared with personality types. subject linked an illness (J,) with one of the twelve 
personalities, the sum of response distributed across 
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Table 4. Personality illness linkages frequency with which subjects linked illness types with personality categories 
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Table 5. Emotion illness linkages frequency with which subjects linked illness types with emotion categories 
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the twelve rows of that column (J/,) is 41. (One of 


the subjects did not complete this task.) The 
“expected” entry in the 12 by 24 matrix is thus, ap- 
proximately 3.5. In the event that subjects had per- 
formed this task in a purely random way, the entries 
in the matrix would have a value of 3 or 4, approxi- 
mating the value of 3.5. A frequency matrix showing 
entries of low value and having a narrow range would 
thus indicate that Tenejapanecos as a group do not 
judge that the personalities are linked in a deter- 
minate way to illness types. A departure from this 
response pattern would suggest the converse. Perfect 
agreement, of course, would produce entries of either 
0 or 41, indicating that an illness does not or does 
belong with a personality. This would imply that 
there is a one-to-one relation between disease and 
personality type and that the full set of relations 
between disease and personality is equally salient in 
the minds of the subjects. 

Inspection of the matrix of data (see Table 4) sug- 
gested that subjects did not perform the task in a 
random manner insofar as the values of the entries 
of the table differed substantially from an expected 
of 3 or 4. However, the fact that there were relatively 
few zeros or very high numbers in the matrix indi- 
cates that individuals differed among themselves in 
terms of how they linked personality and illness. Here 
again, then, there was obviously less than perfect 
agreement. As an example, whereas an illness might 
in theory be linked to only one personality type, it 
can be noted that 14 of the 24 illnesses were actually 
linked with all 12 personalities. Similarly, whereas any 
personality could in theory be judged to predispose 
only to two illnesses, thereby leaving 22 of the 24 
columns with no entries, one notes that only two per- 
sonalities (intellectually preoccupied and _ noble) 
showed as many as three columns with no entries. 
This high degree of variability means that personality 
and illness types are judged to have a low measure 
of association by the group as a whole. Nevertheless, 
there were a few points of relatively high agreement 
which bear discussion. For example, eleven of the 41 
subjects linked the intellectually-preoccupied person- 
ality type with the (folk) illness espanto (fright, soul- 
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loss) and fourteen the nervous person with the illness 
ataques (which describes epileptic-like seizures). No 
other personality showed a strikingly high association 
with any of the 24 illnesses. These results suggest that 
the link between personality and illness type is not 
an exclusive one. Instead, it appears that any one ill- 
ness can be the outcome of a subset of the personali- 
ties with some personalities claiming higher specificity 
than others. At the same time, there are indications 
that in many instances illness is a possible outcome 
of any personality type. 

The H statistic was used to compute a measure 
of the dispersion in the distributions listed in a matrix 
of data. This information variable, H, indicates the 
amount of uncertainty or information, expressed in 
bits, that inheres in a set of responses; it is calculated 
by the formula H - L?_, pi log pi. The group’s 
distribution of responses to each of the twelve per- 
sonalities was expressed in percentages, and these per- 
centages were used as a set of probability values for 
computing the H. The H value of a personality thus 
indicates the degree of response patterning; i.e. how 
determinate the relation is between a personality type 
and the various illnesses. The lower the H value the 
less variance in the distribution of illnesses associated 
with a personality type, which means that such a per- 
sonality is judged by the group to have a high associ- 
ation with specific illnesses. All 12 H measures for 
the personalities were above 4, and the distribution 
of H measures formed a relatively narrow range. The 
intellectually preoccupied person was associated with 
the lowest H value and the “timid” person with the 
highest and consequently these personalities could be 
said to possess the highest and lowest degrees of 
salience (respectively) vis-a-vis illness specificity. In 
general, personality types which had been ranked 
highest on illness vulnerability and severity were as- 
sociated with the lower H measures, but since the 
range of these H statistics was relatively narrow, it 
is difficult to assign much significance to this finding. 

The variance inherent in the judgements involving 
personality—illness pairings were also examined with 
illness types serving as analytical variables. Each ill- 
ness was associated with a distribution which repre- 
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sented how subjects had linked that illness with the 
12 personalities. The H value of the illness ataques 
was considerably lower than that of the other 23 ill- 
nesses. In terms of its general relation to the person- 
alities, then, this illness has a relatively high salience: 
it is the illness whose link to the personalities is most 
determinate. This was, in large part, due to the high 
association which this illness had with the nervous 
type (noted above), its moderately high association 
with the intellectually-preoccupied person, and _ its 
complete independence from (or lack of association 
with) two personality types (i.e. “proud” and “noble”. 
What this means is that nervous and intellectually 
preoccupied persons are believed to be especially 
prone to develop or show seizures whereas proud and 
noble persons are relatively protected. The illness 
espanto also showed relatively high salience across 
personality types, though not of the same magnitude 
as did ataques. The illness “liver difficulties, mal de 
higado”, appears to have the lowest degree of salience 
since it was associated with the highest H measure. 
This means that its tie to the personalities is the least 
determinate. 


Illness—emotion linkages 


First, the overall frequency distribution of the ill- 
ness by emotion linkages were analyzed. As was the 
case with the personalities, subjects showed but a 
modest degree of agreement when judging how the 
various emotions were associated with each of the 
24 illness types. The highest agreement was shown 


on the emotion “anger”, with 18 of the 42 subjects 


linking anger with the illness colico (acute abdominal 
pains). The emotional state of supersticion (roughly 


superstitiousness) was linked with the illness mal- 
hechado (an illness which is producec 
evil influences and/or actions) by 13 subjects and “jea- 
lously” with mal-de-higado (liver difficulties) by 11. 
This means that anger predisposes to colico, super- 
stiousness to mal-hechado and jealousy to liver trou- 
bles. These were the points of highest consensus 
regarding the association between emotions and 
specific illnesses 

The H statistic was again used to measure the vari- 
ance of the illness frequency distribution associated 
with each emotion. The emotion “anger” was associ- 
ated with a value considerably lower than that of the 
other 11 emotions indicating that this emotion had 
the highest degree of specificity with regard to the 
list of illness types. This resulted from the fact that 
18 subjects linked anger with colico, and furthermore, 
no subjects linked anger with 7 of the 24 illnesses. 
No other emotion was associated with an H value 
that suggested a high specificity across illness types. 
The emotion “worriedness” produced the highest H 
value suggesting that it has the lowest salience with 
respect to the various folk illnesses. What this means 
is that worriedness has a general relevance to illness 
but does not connote which specific illness type a 
person may develop. When the distributions of judge- 
ments following illness-emotion pairings were exam- 
ined with focus placed on illness type (i.e. across emo- 
tions) three illnesses stood out: colico, mal-hechado 
and espanto. For all intents and purposes, then, these 
are the illnesses which have the highest salience with 
respect to the specific emotions. On the other hand, 


as a result of 


mal-de-rinones (kidney troubles), possesses the lowest 
degree of salience vis-a-vis the 12 emotions since it 
was associated with the highest H measure. This ill- 
ness, thus, seems to be the one least bound to the 
emotions. 


AGREEMENT ABOUT GENERAL HEALTH 
COMPARED TO AGREEMENT ABOUT 
ILLNESS SPECIFICITY 


As mentioned earlier, the standard deviation of a 
personality’s rank (or that of an emotion’s) on suscep- 
tibility reflects the groups agreement about its place 
on this dimension. This is also true for the dimension 
of severity. However, since susceptibility and severity 
are highly associated, the standard deviations of per- 
sonality (or emotion) on these two dimensions can 
be averaged and the new measure termed “agreement 
about general health”. On the other hand, the H stat- 
istic measures agreement on a dimension one may 
now term illness specificity. The emotions and _ per- 
sonalities can be ranked in terms of the agreement 
which they produce in each of these two dimensions. 
It seems appropriate to measure the association 
between agreement about general health and that 
about illness specificity. The Spearman rank correla- 
tion was used to measure this association. The value 
produced by correlating agreement on the personali- 
ties’ effects on general health versus that on illness 
specificity was significant (r = 0.78, P < 0.02). The 
value produced by correlating agreement on the ranks 
of the emotions on these two dimensions failed to 
reach the level required for significance. This means 
that the degree of agreement which the group has 
about the role of any particular personality on the 
dimension of general health is similar, relatively 
speaking, to the degree of agreement which it has 
about the role of that personality in the causation 
of specific illnesses. No such similarity in relative 
agreement exists about the roles which emotions play 
in general health and illness specificity. These results 
again suggest that a lower level of variability exists 
in the judgements about the role ascribed to person- 
alities (as opposed to emotions) in the causation of 


illness. 


DISCUSSION 


The results of this study serve to clarify the ques- 
tion of the specificity of the lay medical orientations 
of a people. On the one hand, evidence was obtained 
which indicates that these orientations are shared 
among group members in a determinate and pat- 
terned way. When the group’s responses were ana- 
lyzed as a whole or in terms of selected independent 
variables (age and sex), the mean ranks of the per- 
sonality and emotion categories differed substantially 
from the median of 6.5 in each of the four ranking 
tasks. Moreover, there was a high level of consensus 
regarding which personalities and emotions posed the 
greater medical hazard (i.e. the same items consis- 
tently received the lowest mean rank). Emotions in- 
dicative of disability and suffering (ic. sadness and 
worry) and personalities suggesting mental impair- 
ment (i.e. nervous type and intellectually preoccupied 
type) loomed as most deleterious to health. There was 
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somewhat less but nonetheless substantial group 
agreement regarding which items constituted the 
lesser medical hazard (i.e. the highest mean ranks). 
The items located at this pole seemed to represent 
converse traits and dispositions. In each related pair 
of ranking tests subgroups differed prominently on 
selected items, each ranking test (seemingly) produc- 
ing different patterns of agreement. However, the 
putative role of personality (and also emotion) in the 
two dimensions of susceptibility and severity was 
noted to be similar. This means that to Tenejapanecos 
a social-psychological factor which renders an indivi- 
dual susceptible to disease is also likely to contribute 
to serious disease. On the whole, then, there was sub- 
stantial general agreement in the group regarding the 
influences of personality and emotion in disease. 

A conclusion would seem to be that Tenejapanecos 
show modest agreement in the way they use the ideas 
of emotions and personalities in explaining disease 
severity and susceptibility. Such ideas may be held 
to articulate “boundary” statements about disease 
(e.g. which personal trait is most deleterious for dis- 
ease, which is least deleterious, etc.). As suggested by 
our data, in any one explanation of disease a number 
of personalities or emotions are held to play causal 
roles in severity and susceptibility. At the same time, 
as stated earlier, a variety of additional notions are 
used to explain the character of an illness episode. 
An individual’s physical constitution and diet, for 
example, are held to influence severity and susceptibi- 
lity. It is reasonable to expect that Tenejapanecos 
show individual differences in the way they weigh 
these variables. Such differences probably underlie 
much of the variance associated with the personality 
and emotions. In other words, persons who judge that 
diet or constitution are important factors may de- 
emphasize the role of sociopsychological factors, and 
this may contribute much error variance when these 
items are weighed individually. ; 

Since the study required subjects to use a “static” 
method of “lay diagnosis”, we are unable to say how 
much of the dynamic aspects of individual coping 
styles or personal dispositions were used in assessing 
the requested associations. The challenge posed by 
a “real” occurrence of illness may well force indivi- 
duals to carefully inquire about situational factors. 
In face-to-face settings where interactions are frequent 
and meaningful, such inquiries are obviously critical 


in assessing the implications of illness. The lack of 
a “real” illness may play a role in the patterning of 


our results. 

The inference that a group’s theory of disease, while 
enjoying a measure of general consensus in the group, 
nonetheless is not homogeneously applied in its more 
differentiated attributes, is also supported by the very 
similar rankings produced wth respect to susceptibi- 
lity and severity. The dimensions of illness susceptibi- 
lity and illness severity are repeatedly introduced in 
discussions about medical problems which are held 
by ladinos in Tenejapa. Informants, besides appearing 
to implicitly hold that these concepts are logically 
independent, will explicitly acknowledge, when pro- 
bed, that there is a difference in the way attributes 
of the individual affect disease susceptibility as 
opposed to disease severity. In light of the parallelism 
in the group rankings for susceptibility and severity 


with respect to both emotions and personalities, it 
would appear prudent to hold that to the individual 
a complex relation obtains between attributes of dis- 
ease and personal traits and dispositions. He/she sees 
emotions (and personality traits) affecting compon- 
ents of disease in different ways. However, these per- 
sonal interpretations regarding the theory of disease 
should be viewed as idiosyncratic in view of the fact 
that at the level of the group as a whole rankings for 
severity and susceptibility are not sharply different. 

In general, analysis of the various ranks seemed 
to indicate that emotions as compared to personali- 
ties, produced greater variance in the various sub- 
groups. This was noted in the analysis of rankings 
and suggested by the comparison of agreement on 
the dimensions termed general health and _ illness 
specificity. An obvious source of potential discrepancy 
in the case of emotions is the fact that these seem 
to be construed quantitatively and perhaps less ex- 
clusively than the personality types (i.e. one can have 
more or less of several of these emotions, but one 
tends to be either a nervous or bitter type). Moreover, 
emotions and their influences are matters on which 
the sexes are likely to differ simply on general 
grounds since sex role behaviors implicate ways of 
dealing with emotions as well as which ones are “nor- 
mal” to the individual. Women, as an example, may 
associate a very great difference in the amount of 
with the word “shame” or 


emotion associated 


“anger”, and may differ from males in terms of what 
this emotion means in the economy of the individual, 
associating differing consequences with them. These 
factors may explain the greater variance associated 


with the emotion rankings. 

The way the personalities and emotions are judged 
in relation to characteristics of disease shed light on 
the native theory of disease which prevails in Tene- 
japa. First of all, the documented roles which “men- 
tal” characteristics are held to play in general disease 
(emotions and personalities each produced nonran- 
dom rankings) underscores the essentially holistic 
nature of the theory. Disease, to Tenejapanecos, is 
associated with physiological and anatomic changes, 
yet these types of changes are viewed as affected by 
and related “cybernetically” to the individual’s 
psychological disposition and how he conducts him- 
self socially [11]. In this light, the results which point 
to the overriding influences on disease of sadness, 
worry, nervousness and preoccupation has interesting 
implications. Because important parameters of disease 
are judged as more likely in the presence of mental 
conditions which reflect a condition of stress and dis- 
ability, this suggests that disease to Tenejapanecos is 
construed as an outgrowth of social maladaptation. 
One implication of this view of disease is that some 
aspects of the demeanor of peasants in the region 
associated with joy, pleasure in the company of 
others, and extended fiestas and celebrations, are not 
simply “cultural”, but are also medical and _ thera- 
peutic. To celebrate at a fiesta, to be joyful in one’s 
work, to acknowledge ritualistically the birth of a 
child, is to be a “good citizen” and kinsman as well 
as to be a healthy and psychically well-balanced per- 
son. Some of the more overt aspects of a culture are 
in this way rooted in “invisible premises” about dis- 
ease and social behavior. 
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One of the most important set of findings of the 
present study is that dealing with the relations 
between, on the one hand, personalities and emotions, 
and on the other, specific illnesses. The different im- 
plications of this set of results should be emphasized. 
The subjects’ various rankings may be judged as a 
way of highlighting the degree of consensus which 
exists about the putative role of socio-psychological 
factors (i.e. personalities and emotions) on global 
facets of disease (i.e. seriousness, susceptibility). In 
other words, in the previous results the variegated 
meanings of the category “disease” are controlled. 
The results obtained thus far suggest that a modest 
degree of discrimination obtains in Tenejapa with 
regard to these socio-psychological factors. The 
second type of task presented to the subjects involved 
“breaking apart” this global category “disease” by 


producing 24 types of disease. When attributes of the 


individual are linked to attributes of disease, as was 
the case in the second task, the full richness of that 
portion of the native theory which addresses disease 
and social behavior is being displayed. In the analysis 
of this task, it was difficult to evaluate the level of 
consensus which obtained across subjects and to com- 
pare this with that of other subjects, since to our 
knowledge no studies are available which focus syste- 
matically and quantitatively on orientations to dis- 
ease in the fashion in which the problem was attacked 
here. In examining the data, however, there were 
strong indications that the pairings which the subjects 
made (two disease types with each emotion, then with 
each personality) were not random. Several illnesses 
seemed to have high specificity in the theory. In some 
instances, selected illnesses were prominently linked 
to a particular emotion or personality; in other in- 
stances, the association was “negative”, with an illness 
failing to be linked with an emotion or personality. 
These are points of agreement which suggest that a 
premise or “node” of the theory enjoys a high level 
of consensus in the group. However, in this task as 
there was far from perfect agreement since a 
number of illnesses tended to be linked by at least 
a small number of subjects with all twelve personali- 
ties (or emotions). The points of highest agreement 
which were described earlier seemed to involve im- 
portant folk illnesses which have been the focus of 
many studies in Middle America (i.e. espanto, colico) 
and those which are said to produce striking symp- 
toms (i.e. atagues or seizures). There are, however, a 
number of illnesses about which Tenejapanecos worry 
which seem to enjoy a relatively low level of con- 
sensus with respect to the emotions and personalities. 
These may well be the illnesses which are 
explained by other premises of the theory. 

A final comment can be made on the approach 
adopted in this study and its relation to other studies. 


well 


very 
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If one chooses not to analyze a group’s theory of 
disease ethnographically, or in the context of the 
entire set of cultural values, norms and behaviors, i.e. 
not to fully examine a theory, one must take a more 
empirically focused view. The variance discovered in 
this study may be an artifact of other variables impli- 
cit in the theory which we neither controlled nor 
measured or of the “static” method which was 
employed. It is also possible that we may have found 
spurious associations. Such variances may come to 
light when discrete aspects of a belief system are ana- 
lyzed quantitatively. On the other hand, our data sug- 
gest that ethnographic studies focused on a single 
entity such as espanto may be able to describe and 
locate it precisely because it is one of the few illnesses 
on which there is a relatively high consensus. Thus, 
ethnographic analyses of a few illness such as espanto 
which are dramatically present in Latin and Central 
America may mislead us into thinking that more 
agreement within groups on illness entities exists than 
is actually the case. The question involving the degree 
of consensus which exists about illness and how 
beliefs figure in the explanation of illness can only 
be answered by further focused research. 
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Abstract—Traditional custom in China stipulates that a woman should be confined to home for one 
full month of convalescence after giving birth. During this time she is expected to adhere to a broad 
set of extremely restrictive prescriptions and proscriptions collectively referred to as “doing the month” 
This includes refraining from washing and all contact with water and wind, following a “hot” diet 


to remedy pregnancy-induced “hot/cold” imbalance, and observing taboos premised 


polluting powers of placental blood. 


on belief in the 


The specific rules and rationale are presented first from the ethnomedical folk perspective of those 


who do the month, are then analyzed according to the logic of classical Chinese medicine 
finally appraised in light of Western medical and nutritional knowledge 
some of the practices are efficacious while others, which may have once been so 


and are 
From the latter perspective 


now appear dysfunc- 


tional. From the Chinese perspective, the practices taken together are considered efficacious for curing 
the body’s imbalance but especially as a preventive therapy against ailments in later years. A d 
bearing upon mental well-being and familial relationships is also recognized 


The practices of doing the month persist in China despite socialism in the People’s Republic o 


f 


yughout 


China and Westernization in Taiwan. This suggests that Western-type health professionals througho 
the developing countries must remain cognizant and respectful of the indigenous beliefs and practices 
linking the events of reproduction and the health status of women 


The original data upon which the study is based were gathered in inte1 


Mandarin Chine 


views In 


with laypersons, herbalists, and physicians in Taiwan and with physicians and laypersons fri 


People’s Republic of China. 


When the administration of the most scientifically- 
advanced hospital of China’s Taiwan province 
recently attempted to install air-conditioning in its 
maternity ward, it met with staunch opposition. Why? 
Taiwan lies in a tropical to subtropical zone where 
both temperatures and humidity frequently peak into 
the 90s. Wouldn’t women pre- and post-delivery be 
markedly more comfortable if liberated from the 
oppressingly sticky muggy atmosphere? For most of 
the new mothers, the answer was no. Many of them 
flatly refused to enter an air-conditioned delivery 
room. Why? The answer lies in the firmly-rooted tra- 
ditional Chinese practice of “doing the month” which 
the administrators had either ignored or grossly un- 
derestimated the tenacity of in their planning 

In this regard, the data below contain an important 
lesson for Westerners working in cross-cultural health 
care programs, namely that new techniques must be 
integrated with indigenous traditions. The lesson is 
equally important for native-born health specialists 
in non-Western societies who have been trained in 
Western medicine and may subsequently underesti- 
mate the influence of the “old-fashioned” beliefs and 
practices of their own cultures that they scoff at as 
“silly, superstitious, and illogical” [1]. 

In China traditional custom stipulates that a 
woman should be confined to the home for one full 
month of convalescence after giving birth to a child. 
During this time she is said to be “sitting out the 
month” (tso yiieh-tzu) and is expected to observe a 
broad set of extremely restrictive prescriptions and 
proscriptions collectively referred to as “doing the 
month” (also transliterated tso yiieh-tzu). The purpose 


of the present essay is to describe and analyze this 
month”. It will do so from 


practice of “doing the 


three points of view corresponding to the three medi- 
folk medicine of the 
medicine of the 
Western 


cal systems coexisting in China 
“little tradition”, Chinese 
“great tradition”, and 
(hsi-i) [2]. 

First, from the ethnomedical folk perspective, this 


classical 


(chung-i), medicine 


essay describes the practices and rationale for doing 
the month, both as a set of ideal behaviors and also 


the 


as individuals deviate from the ideal due to variables 
economic and edu- 


cational status, and predominance of “traditional” 


such as family size and structure, 


versus “modern” values [3]. Second, it analyzes these 
practices according to the logic of traditional Chinese 
medicine with its theories of somatic balance of yin 
and yang, hot and cold, wind and fire. Finally, it sug- 
gests that doing the month can be appraised in light 
of Western medical and nutritional knowledge to 
determine how some of the constituent practices may 
be either beneficial or detrimental to restoration of 
10rmal health. 

The ethnomedical field data on which this study 
is based were first gathered through participant- 
observation and interviews in Mandarin Chinese with 
over 80 Chinese in Taiwan, including not only native 
Taiwanese but persons who were raised in and subse- 
quently migrated to the island from 16 provinces of 
mainland China [4]. Additional data were collected 
in interviews with Chinese physicians and herbalists 
in Taiwan and from the People’s Republic of China 
and from the literature on Chinese medicine. A third 
category of data derives from consultation with Wes- 


tern-trained health personnel (both Chinese and non- 
Chinese) and from the Western medical literature. 

The chief questions to be addressed concern the 
extent to which this indigenous folk medical system 
has provided Chinese women with an efficacious set 
of health behaviors. We will conclude that certain 
practices of doing the month are indeed instrumental 
in restoring and maintaining health after parturition. 
Certain other postpartum practices, however, appear 
dysfunctional in the contemporary health environ- 
ment. Why then do millions of Chinese women—des- 
pite Westernization, industrialization, women’s liber- 
ation movements, and socialism—still adhere to such 
practices? 

Chinese philosophical thinking is characterized by 
a strong tendency to enumerate component aspects 
of phenomena—two, five, and three being numbers 
that recur consistently in Chinese cosmology. Let us 
add then that this discussion concerns three Chinas: 
(1) “traditional” Confucian China, which lasted up 
through the early part of this century; (2) the socialist 
People’s Republic of China (PRC), founded in 1949; 
and (3) the part-traditional, part-Western industria- 
lized Chinese society in Taiwan. We know that many 
traditional beliefs and practices still found in Taiwan 
also persist in the PRC, although the degree to which 
they do is difficult to ascertain given that in-depth 
research in the PRC is presently not possible for most 
Westerners. We can hypothesize, however, that—to 
the extent that these traditional practices do not inter- 
fere with socialist goals—then the majority of Chinese 


women probably continue to “do the month”. In fact, 


my interviews with physicians, officials, and former 
residents of the PRC indicate this to be the case, par- 
ticularly among the 80°, of the Chinese population 


who are rural. 

Cultural elaboration of the biological differences 
between male and female and of the biological 
changes both undergo during the life cycle is universal 
to all societies. What is not universal is the manner 
in which those same changes and processes are differ- 
ently elaborated in various cultures—i.e. the degree 
to which they are made explicit and ritualized. The 
postpartum restoration to a normal state of health 
is one such process, and China is one such culture 
where this process has become highly elaborated. 
There the highly specific set of prescriptions and pro- 
scriptions that has evolved are believed to be directly 
responsible for the successful restoration of health 
and, if not adhered to, of grave consequence for the 
negligent woman 

Linguistic utterances of Chinese discussing child- 
birth reveal immediately that the cultural elaboration 
of postpartum restoration of health has evolved and 
persists to a far greater degree in China than in most 
Western cultures. From unremembered antiquity, a 
woman from the birth of her child until the moon 
has gone through a full cycle is said to be “in the 
month” (tsai yiieh-tzu li}—the character for “moon” 
and “month” being one and the same[5]. The room 
where the woman is supposed to remain in confine- 
ment is called the yiieh-fang or “month room”. 

At the end of this period, the month—or moon—is 
said to be “full” (man yiieh), a time to commemorate 
by inviting friends and relatives to a banquet (ch’ing 
man yiieh) and by “drinking the full month wine” 
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(chih man-yiieh chiu). It is significant that no other 
month of the Chinese calendar or of a Chinese per- 
son’s life is referred to as “the month”. It is also sig- 
nificant, by way of comparison, that while a term 
exists in English for the postpartum adjustment per- 
iod—puerperium—it is hardly a household word 
today and certainly no longer connotes the specificity 
of behavior that continues to characterize “doing the 
month”. It may be precisely because puerperial be- 
havior and its consequences do not constitute a 
prominent feature on the cognitive map of Western 
researchers that the latter have overlooked the subject 
in their wide-ranging investigations on health and 
medicine in China and that so very little exists on 
the subject in English [6]. In contrast to in the United 
States, there is relatively little concern regarding a 
woman’s diet and health during pregnancy but a great 
amount of concern postpartum. 

“The month” begins with the child’s birth either 
in the home or at a hospital. Throughout the country- 
side in the PRC delivery reportedly takes place at 
home attended by a midwife who calls upon the 
nearby commune hospital when necessary. Home 
delivery is also the norm in rural Taiwan. In the cities, 
childbirth usually takes place in a hospital attended 
by doctors. In the case of home deliveries, it is said 
that men—at least in Taiwan—are never permitted 
in the delivery room lest they be polluted (made 
“dirty”) by the blood emitted by the woman. As for 
urban hospital care, it is stated that in the PRC ap- 
proximately 90° of obstetricians and gynecologists 
are women because of the traditional female reluc- 
tance to have reproductive problems dealt with by 
men. Given that Chinese women have generally been 
reluctant to submit themselves to scrutiny by male 
physicians under any circumstance, this high percent- 
age of women in obstetrics and gynecology may well 
be due to persisting belief in the polluting effects upon 
men of menstrual and placental blood. 

Hospitalized women normally return home after 
three to five days, in some cases—at least in urban 
Taiwan—leaving their infants behind in the care of 
maternity ward nurses for the remainder of the month 
[7]. This is made possible now by the increasingly 
fashionable practice in the cities of using powdered 
milk instead of breast-feeding. Previously, among tra- 
ditional China’s wealthy elite, the use of wet-nurses 
and servants permitted women to achieve the same 
basic goal: turning attention to oneself and being free 
from the responsibilities of child care for the duration 
of the month. Obviously constraints upon peasant 
and poorer urban women do not permit them similar 
ease in doing the month. 


“RULES” AND FOLK RATIONALE FOR 
DOING THE MONTH 


Chinese have a deep-seated tradition of and attach 
positive value to speaking in normative statements; 
they do so to a degree that is probably unparalleled 
in the West and that frequently leaves many Wes- 
terners perplexed and frustrated as to what “the 
truth” really is. To understand any sphere of Chinese 
activity, therefore, it is essential to distinguish 
between statements that are normative—expressive of 
norms and ideals to which Chinese have been social- 


Convalescence of Chinese women after childbirth 13 


ized to believe they should conform—and those that 
describe actual behavior. 

Thus when Chinese women in Taiwan explain how 
they do the month they typically say “Number one 
is you do not take a bath or wash your hair for the 
entire month”, or “Every day you eat one chicken”, 
and so on. Such statements constitute the ideal prac- 
tices to which these women say they adhere—because 
most accept without much questioning that they 
should do so and maintain the implicit belief that 
life will proceed more smoothly for them if they do 
do so. In fact, as with many areas of Chinese ideal 
behavior, this one is extremely difficult to carry out 
and real behavior often diverges considerably. 

Regional and rural/urban differences also contrib- 
ute to variation of detail in both real and ideal behav- 
ior as do such variables as age, education, economic 
status, and family size and structure. My informants 
ranged in age from 17 to 83, in education from illiter- 
ate to having a United States doctor’s degree, from 
very poor to very wealthy, and from household of 
three persons to household of eleven. Most women 
interviewed were urban residents but many came 
from and had done the month in a rural community 

The “rules” and rationale for doing the month are 
as follows. They are outlined here as they 
explained to me, their order indicating the relative 
emphasis given them by informants. 


were 


1. Do not wash yourself (pu-neng hsi tsao) and do not 
wash your hair (pu-neng hsi t’ou) for the entire month. 

In addition, one must neither wash the dishes or 
wash the clothes. In all cases, even the slightest con- 
tact with cold water is to be strictly avoided. The 
reason 1s that water causes wind to enter the body 
through any of its joints, orifices, or possibly the soles 
of the feet—and thus give rise in future years to 
asthma, arthritis, and chronic aches and pains. These 
can be cured only by a subsequent pregnancy follow- 
ing which the month is then done “well”, i.e. com- 
pletely and properly. 

A variation on the hair-washing proscription is that 
the woman must refrain for only 20 days but then 
may wash her hair with water that has been brought 
to a full boil and cooled to just a tolerable degree. 
Variations on the proscription against washing one- 
self include permissability of: (a) sponge baths with 
water that has been brought to full boil and cooled 
just to tolerable; (b) washing in mugwort water (ai- 
shui) that has been boiled; and (c) washing in water 
in which fresh ginger root peel and leaves of the 
pomelo fruit have been boiled [8]. 


2. Do not go outside for the entire month (pu-neng 
ch’u men). 

Variants on this include permissibility of going out- 
side only if the woman unfailingly: (a) wears a ha 
(b) carries an umbrella over her head; or (c) otherwise 
avoids exposure to the sun. The reason is that by 
exposing herself to the sun she automatically causes 
the gods to look down and catch sight of her. This 
shows extreme disrespect since the gods will see 
nothing there but a great mass of blood, the dirty 
birth blood that remains with the woman throughout 
the month. It goes without saying that the gods, hav- 
ing thus been offended, will hardly be favorably in- 


clined to help her out in the future. Going outside 
is also dangerous because it increases the likelihood 
of coming in contact with the wind (see No. 5 below). 


3. Do not eat any raw or any cold food (pu-ch’ih 
sheng-ti leng-ti). 

A woman “in the month” must be extremely careful 
about what she eats. The fundamental guiding prin- 
ciple is that she must avoid all foods that are either 
raw or “cold”. “Cold” (as further discussed below) 
refers to the intrinsic nature of a food and includes 
turnips, Chinese cabbage, bamboo shoots, leafy green 
vegetables, and most fruits. Such vegetables as lotus 
are cold because they grow in watery places—ponds 
and marshy areas which are themselves cold because 
water is cold. Root vegetables such as turnips are 
cold because they grow in the dark, damp earth [9]. 
Ducks and fish are cold because they swim in the 
water. Some Chinese say salty foods cannot be eaten 
either since salt, like water, will cause future aches, 
especially in the lower back, as well as kidney ail- 
ments. It is never good to eat too many cold foods 
but it is especially dangerous during the month. Most 
Chinese women are shocked and disapproving when 
they hear of Western women drinking ice water dur- 
ing the month—and even immediately after parturi- 
tion. (Still worse, in view of the rules above, is the 
alleged fact that Western women also go 
swimming during the month, thus knowingly sub- 
merging their entire bodies in cold water and expos- 


some 


ing themselves to its ill effects.) One should also avoid 


eating food prepared the previous day 


4. Eat chicken 

In contrast to the above proscribed foods, this is 
Indi- 
genous Taiwanese say it must be sesame-oil chicken 
(ma- yu chi). This noteworthy dish is prepared by slow 


the single most emphatically prescribed food 


simmering in large amounts of sesame oil (the variety 
made from black seeds) and rice wine. (The propor- 
tions cited tend to be about one cup sesame oil and 


three cups rice wine per chicken.) Chicken 


itself is 
| 


“hot” since, unlike the duck, it grows on land and 
avoids water. Sesame oil and rice wine, too, are hot 
Hot foods are good because they “create fire” (fa huo) 
and thereby “supplement health (pu 
shen-ti). One chicken—minus head, wings, and feet 

should be consumed each day, although some of it 


or restore, 


may be given to friends and relatives (who allegedly 
“like it very much”)[10]. Opinion differs as to 
whether one should begin the regime on: (a) the third 
day after parturition; (b) the eighth day; or (c) the 
twelfth day. The reason given is that sesame oil, being 
so “heavy” (chung), can the vaginal “birth 
wound” to become infected if not permitted to begin 
healing first. 

Chicken soup, livers, kidneys, 
“black-boned chicken” (wu-ku-chi) are also prescribed. 
So are pig livers—preferably seven pairs during the 
month, according to some informants. The livers and 
kidneys will strengthen the woman’s own liver and 
kidney functions and should also be prepared by slow 
simmering—preferably, say some informants, together 
with black dates in ginseng broth, or in sesame oil 
and rice wine to which has been added tu-chung-mo 
(powdered Eucommia ulmoides bark). 


cause 


eggs, and a special 
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Chinese list numerous other foods as_ beneficial 
although they are not always able to say why. Some 
of their responses, however, can be categorized as fol- 
lows: 

(a) foods that help flush out the dirty blood—fer- 
mented with egg (chiu-niang-tan), infusions of 
ginger and rice wine, inner organs, chicken soup (all 
of which happen to be “hot”), and noodles in brown 


rice 


sugar broth: 

(b) foods that assist maternal milk production 
pigs’ feet. bream (a freshwater fish), and certain herbs 
(all of which happen to be “hot”); and 

(c) foods that are sweet and thus reduce the desire 
for salty foods—sweet chicken (ien chi), a porridge 
called rien-chou, and brown sugar. 


In addition, a woman in the month should eat extra 
meals—ideally, about five or six a day. Finally, her 
rice bowl must always be rinsed out with scalding 
water or she will experience constant diarrhea. 


5. Do not be blown on by the wind (pu-neng ch’ui feng). 


A woman in the month must absolutely avoid all 
exposure to any wind or breeze that 1s out-of-doors 
or that might blow into the house. In unbearably hot 
weather she may fan herself with plantain leaves, but 
under no circumstance may she come into contact 
with “wind” from a fan or air-conditioning. A 
woman’s joints all open up and remain open after 
childbirth. If the wind blows at her body it will get 
in and inevitably in the future she will develop rheu- 
matism—literally, “wind-and-moisture disease” (feng- 
shih-ping). Catching a cold or coming down with any 
other ailment during the month will result in chronic 
pain of one sort or another for the rest of her life. 
This reasoning clearly explains the opposition of the 
traditional-minded women in the introductory para- 
graph above to an air-conditioned hospital delivery 


room 


6. Do not walk and move around (pu-neng tsou-lu, pu- 
neng tung) 

It is essential to stay in bed as much as possible. 
In bed one should lie flat on one’s back. This is 
necessary for straightening out the back-bone from 
the sway-back shape it curved into during pregnancy. 
For the same reason, a woman in the month should 
never squat and should not sit in a straight-back chair 
or, if the latter is unavoidable, then she must sit 
forward and lean back to achieve a semi-reclining 
position. Secondly, walking around is bad because it 
causes her stomach to sag. Some Chinese women say 
they think this must happen to Western women too, 
although they have heard strange accounts that, in- 
credible as it may seem, Western women just get right 
up out of bed and start walking around the first or 
second day after childbirth—like hens laying eggs. 
Finally, walking around is certain to cause sore feet 
in the future. 


7. Do not go to other person’s homes. 

To enter someone’s home while carrying the dirty 
birth blood can bring misfortune upon that house- 
hold. Some informants say this is because the 
woman’s dirty blood offends the gods who guard the 
home’s entrance. In any case, a woman is “not clean” 


after childbirth and should remember that others may 
want to avoid her because of this fact. 


8. Do not get sick during the month. 

One should always avoid getting sick but it is never 
so dangerous as during the month because illnesses 
incurred then tend to linger a whole lifetime, resistant 
to all subsequent attempts to cure. 


9. Do not read or cry. 

Normally, reading is good and crying is bad, but 
both must be avoided during the month lest they 
cause eyesight problems in the future. 


10. Do not have sexual intercourse during the month. 

Variations include permissability of intercourse: (a) 
after the 20th day after parturition; (b) only after the 
40th day; and (c) only after the 45th day. In all cases, 
having sexual relations during the tabooed period will 
lead to misfortune for both husband and wife [11]. 
Some women add a related prohibition that no man 
may enter the “month room” since to do so would 
bring him misfortune. 


11. Do not eat at the table with the rest of the family. 


This also can bring misfortune to any or all of 
them. 


12. Do not burn incense. 

That is, do not go to any temple or anywhere else 
burn incense to the gods; to do so with dirty blood 
would be most disrespectful and offensive to them 
and again cause them to cause misfortune [12]. 

It is significant that Chinese list the above practices 
as separate and distinct prescriptions and proscrip- 
tions rather than grouping them according to under- 
lying principles that dictate them. We can, however. 
by way of summary, reduce practices of doing the 
month to three general principles. 


1. Avoid doing things that will cause disease and 
specific somatic ailments in the future. 


Do not come in contact with wind or water 
(especially if cold), remain supine and avoid moving 
about, and do not read or cry (informants’ Nos. 1, 
2, 3, 6, 8 and 9 above). 


2. Avoid offending the gods or contaminating others by 
one’s polluting fetal blood. 


Failure to do so can, or will, bring misfortune in 
the future (informants’ Nos. 2, 7, 10, 11 and 12). 


3. Avoid raw and “cold” foods and consume “hot” foods. 

This is essential for restoring one’s health after 
childbirth (informants’ Nos. 3 and 4) [13]. 

A final but crucial and overriding condition that 
informants cite and that makes all the above possible 
is that a woman must have someone to “accompany 
(pei) her in doing the month”. Traditionally (given 
the predominant pattern of patrilocal residence after 
marriage) this is the woman’s mother-in-law. 


It is apparent that the prescriptions and proscrip- 
tions a woman is supposed to follow during the 
month are regarded as a curative therapy. In another 
sense—one which some Chinese view as considerably 
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more important—the practices are also preventive 
measures. To recapitulate, if a woman “in the month” 
does not do it “right”, she will be soon beset by 
asthma and other respiratory ailments and, inevitably 
in later years, fall victim to arthritis, rheumatism, 
back pain, and general aches throughout her body. 
For illnesses contracted during the month, no medi- 
cine—not even those that are modern, Western, and 
expensive—can ever be completely effective. The 
“only cure” is nothing other than to again become 
pregnant and, this time, to do the month the right 
way [14]. 

CHINESE MEDICAL THEORY AS 

REGARDS DOING THE MONTH 


It has been stated above that three medical systems 
have coexisted in China: folk medicine of the little 
tradition, Chinese medicine of the great tradition, and 
Western medicine. To a large extent they have been 
and are still resorted to interchangeably. Folk medi- 
cine consists of popular ideas about causes and treat- 
ment of illness, usually by means of relatively simple 
remedies applied on a generally empirical basis and 
often by “nonprofessional” or non-licensed practi- 
tioners who may, nevertheless, be specialists [15]. 
Doing the month is clearly part of China’s folk medi- 
cal tradition. It is something “everybody” does to get 
well and remain well after parturition, and its special- 
ists generally are simply mothers, mothers-in-law, and 
older women who are experienced in such matters. 

Chinese medicine of the great tradition, on the 
other hand, is a far more esoteric body of knowledge. 
Just as the average Westerner does not possess the 
specialized knowledge of Western medicine, so too 
the average Chinese, although familiar with the con- 
cepts of folk medicine, does not share the knowledge 
of the Chinese doctors and herbalists of the great tra- 
dition [16]. According to lay opinion, directions for 
doing the month are not something that can be found 
in the classical texts of Chinese medicine. 

Yet, within the context of traditional Chinese medi- 
cal theory, pregnancy and childbirth do indeed leave 
the woman in a state of imbalance much like that 
of illness. According to this theory, a state of health 
is one in which the vital forces within the human 
body are in balance with each other as well as with 
the forces of the natural environment. A state of ill- 
ness is one in which the body’s vital forces are out 
of balance. Childbirth is clearly an event which leaves 
the female body in precisely this state of imbalance. 
Given that both the folk and formal Chinese tradi- 
tions embody popular cosmological concepts and 
have been mutually influencing over the centuries, we 
would expect an awareness of certain principles of 
Chinese medical theory to further our understanding 
of doing the month. 

The theoretical basis of Chinese medicine was, in 
essence, worked out some two thousand years ago 
within the broad context of classical Chinese cosmo- 
logy [17]. Just as equilibrium, or harmony, within a 
continual cycle of fluctuating changes is viewed as 
the basic principle of the natural universe, so too the 
human individual is healthy when his or her basic 
life forces are in harmony and unhealthy when the 
harmony is disturbed. This is expressed in terms of 
the polar combination of yin and yang and the flow 


through the body of the vital life force, ch’i (some- 
times translated as “pneuma”) in accordance with the 
alteration of the “five evolutive phases”—wood, fire, 
earth, metal, and water. Any disturbance leads to ill- 
ness and, if not rectified, even death [18]. 

The yin and yang principle divides phenomena of 
the universe—the macrocosm of which the individual 
is the microcosm—into mutually supportive 
forces which remain in balance for the harmonious 
functioning of the universe, the social system, and the 
individual. Yin corresponds to cold, darkness, wet- 
ness, softness, quiescence, femininity, earth, moon, 
north, below, squareness, and even numbers. Yang 
corresponds to heat, brightness, dryness, hardness, ac- 
tivity, masculinity, heaven, sun, south, above, round- 
ness, and odd numbers 

The human body is regarded as containing two 
kinds of chi These 
late in the body in the same way as they do in nature 
and their doing so properly is essential for healthy 
circulation of blood. Maintaining the balance between 
yang-chi and yin-ch’i is a basic principle of Chinese 
internal medicine. Much of 
from within the body 
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A highly elaborated humoral theory of food is part 
of Chinese medical theory. This is based on the prin- 
ciple of the existence in the body of humors arranged 
along the dimensions of hot/cold and dry/wet and 
specifies that foods should always be sele 
to maintain an individual’s internal 
and cold[21]. Foods have “five tastes” (wu-wei) and 
nature” The 


bitter, sour, 


balance 
two extremes of “intrinsic (hsing-chih) 
“tastes” are reeled off in order SpIcy, 
sweet, salty (ku, la, suan, tien, hsien}—and relate to 
the “nature” of foods which ranges from “hot” (je- 
hsing) to “cold” (han-hsing or liang-hsing). Some foods 
are extremes, others are moderately hot or cold, and 
others are relatively neutral. 

What distinguishes hot from cold is not the food's 
temperature as measurable in Fahrenheit or Celsius 
but simply its inherent nature, which most informants 
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say is basically unalterable regardless whatever tem- 
perature change the food may be subjected to. A dis- 
tinctly “cold” root vegetable such as a turnip, for 
example, could be boiled day and night, say Chinese 
in Taiwan, and never get any hotter, while no amount 
of refrigeration can make a product like ginger, garlic, 
or ginseng become cold [22]. 

When the hot and cold in one’s body are out of 
balance—often manifested also by display of external 
symptoms—certain foods or herbs must be taken as 
antidotes. These are commonly referred to as pu-p’in, 
a term that is roughly translatable as “supplementary 
(or augmenting) product” and that includes both 
foods and the herbs which constitute the mainstay 
of Chinese medicine. If one’s body is out of balance 
due to too much hotness, one ingests pu-p’in that are 
cold. But if one has too much cold (as does a woman 
“in the month”), one needs pu-p’in that are hot and 
must avoid all products that are cold[23]. As is 
characteristic of Chinese medicine, these products are 
usually taken regularly over a period of time that 
is long by the standards of Western medicine [24]. 

Circulation of blood in the body is, in this way, 
directly influenced by the foods one eats. If the “tem- 
perature” balance of foods consumed is right. then 
blood circulation will be normal; if not, the imbalance 
will impede circulation. Excessive internal hotness 
causes one’s blood to “thin out” (san-kai). But having 
too much coldness, which is precisely the problem 
of a woman in the month, makes blood become thick 
and phlegmatic (ning-ku) and thus poorly circulating. 
Furthermore, any wind entering the woman’s body 
from outside has the additionally deleterious effect 
of causing her blood to congeal (tung)[25]. Blood 
and heart functioning are also said to be impaired 
by prolonged use or straining of the eyes [26]. 

Winds, in fact, are capable of strongly affecting the 
“five internal organs” (liver, heart, lungs, kidneys, and 
spleen) and thus generating a multitude of dis- 
eases[27]. A cold wind, for example, makes a per- 
son’s body-hair stand up and closes the pores of the 
skin, thereby causing fever heat to accumulate in the 
body. Entry of cold wind can also create tumors, 
weakness, and pains[28]—precisely the danger a 
woman faces during the month because then all her 
joints are “opened up”. This facilitates entry into her 
body of all winds that blow against it and results 
in arthritis (kuan-chieh-yen, literally, “joint inflamma- 
tion”) and rheumatism (“wind-moisture-disease”). 

Chinese medical theory, generally regarded as no- 
tably holistic, nevertheless embodies a familiar dicho- 
tomy (perhaps better expressed as a yin—yang comple- 
mentarity). On the one hand is the idea of direct 
attack on the pathogen, the external disease agent 
(the aspect of Chinese medicine referred to as i-liao 
or, more colloquially, chih-ping). On the other hand 
is the idea of strengthening of the body’s vital resist- 
ance to disease and illness (the yang-sheng aspect) 
[29]. In direct contrast to the relative emphases in 
Western medicine, Chinese medicine has tended to 
emphasize the latter: preventive rather than curative. 
It is thus congruent with Chinese great tradition 
medicine that the folk practices of doing the month 
are perceived by those who carry them out as being 
extremely efficacious as preventive measures. Western 
practitioners, however, have different perceptions. 
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WESTERN MEDICAL THEORY AND 
PRACTITIONERS REGARDING DOING 
THE MONTH 


Opinions of physicians trained in Western medicine 
tend to fall into one of three categories regarding the 
value of doing the month. First are American phys- 
icians who, unfamiliar with anything Chinese (but 
duly impressed by acupuncture), find the custom 
“very strange indeed”. They acknowledge that, in fact, 
“there might be some underlying benefit to it all” 
such as “getting the patient to eat well and take it 
easy”. 

Second are Chinese physicians who have been edu- 
cated in “modern science” and tend to look down 
on things that are traditional and Chinese. They 
generally respond by saying that doing the month 
violates principles of good health with its prohibitions 
against bathing and washing one’s hair, that it has 
no scientific or theoretically sound basis, and that it 
is of little value. They state, for example, that: 


A woman may definitely bathe during the postpartum 
period but must simply be careful not to pick up germs 
in the process. She should also eat fruits and vegetables. 
The reason a woman feels aches and pain here and there 
is because she doesn’t take vitamins. Some women absolu- 
tely refuse to eat any vegetables and fruits and, as a result, 
become constipated and develop anal irritation and sore- 
ness due to lack of roughage. The reason a woman feels 
aches and pains is because she doesn’t take vitamins. Also 
this is due in part to the fact that the body cannot absorb 
foods consumed during the postpartum month so quickly 
as at other times. Some women eat 40 or more chickens 
during the month which ultimately has a negative effect 
on their ability to absorb the foods taken in [30]. 


Third are Chinese who, although trained in and 
practicing Western medicine, insist that certain 
aspects of doing the month do indeed make sense 
empirically—such as getting rest, avoiding exposure 
to drafts, and increasing protein consumption (the lat- 
ter being especially important in families that cannot 
ordinarily afford much costly protein). 

One female obstetrician explained “It is important 
to rest and recover after childbirth rather than return 
immediately to the tasks most women are faced with. 
‘Doing the month’ is like a scheme that Chinese cul- 
ture invented to force women to rest. If they were 
just told ‘Rest!’ that wouldn’t do the trick. So, many 
taboos and supersititons [sic] had to be developed 
and made an intrinsic part of the month to make 
certain that a woman would get sufficient rest and 
regain enough energy to be able to resume and con- 
tinue her work in good health.” This physician and 
others like her explain it would be better if Chinese 
women had enough understanding of postpartum 
physiology to be able to engage in maximally optimal 
health behavior during that time. However, lacking 
this knowledge, they say, it is better that Chinese 
women do the month than disregard it altogether. 

In this sense then, doing the month as a holistic 
entity—a set of linked practices that constitute a 
single health behavior—does indeed appear to be effi- 
cacious. If the constituent practices are examined in- 
dividually, however, we see that some are efficacious, 
some neutral, and others perhaps dysfunctional. The 
latter practices may well have been functional in an 
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earlier period with a considerably higher infectious 
disease level, but appear to have become dysfunc- 
tional in today’s improved health environment. Let 
us again examine some of the practices cited above. 

The prohibitons against bathing, washing one’s 
hair, being outdoors, visiting other persons’ homes, 
and exposing oneself to wind or circulating air may 
indeed have been efficacious in former days when the 
risk of exposure to communicable diseases was 
greater. At present, however, rigid adherence to these 
prohibitions for the entire duration of the month may 
in fact be dysfunctional. Certainly in mild climates 
and during the warm part of the year it now appears 
dysfunctional for a woman to remain confined in- 
doors in a non-ventilated room—and to never get 
out of bed to wash for this length of time. 

Still, even today, the fact that many Chinese homes 
are not insulated against bone-chilling damp winters 
and that they do not have hot running water can 
make bathing and a wet head risky for persons in 
a weakened state of health. In addition, the relatively 
high pathogen content of the available water increases 
the threat of vaginal infection for women who sit or 
squat in the water to wash. Showers, which Western- 
trained physicians usually recommend instead of 
baths during this period, are not a feasible alternative 
in the majority of Chinese homes. 

Modifications cited by Chinese women do indeed 
indicate awareness of the importance of boiling water 
for destroying pathogens and of avoiding vaginal con- 
tact with water immediately after parturition when 
lacerations of the genitalia have not yet healed. Modi- 
fications of the prohibition against sexual intercourse 
also indicate recognition of the importance of the 
lacerations healing without infection. 

The Chinese notion that crying and reading and 
that exposure to wind or water during the month 
will result in future ailments is not a causal relation- 
ship characteristically propounded by Western medi- 
cine. Nor do Western physicians believe that wind 
enters the body through its joints. Yet Western medi- 
cine definitely cautions against incurring illnesses dur- 
ing the postpartum period and against eyestrain at 
this or any other time. The Chinese belief that a 
woman’s joints are “opened up” during the month 
is also corroborated by the Western medical knowl- 
edge that a woman’s ligaments are indeed expanded 
following parturition. Given that avoidance of crying 
also implies avoidance of circumstances likely to in- 
duce crying, then the attempt to create a cheerful at- 
mosphere for the new mother is also desirable from 
the perspective of Western medicine. 

The prohibition against washing clothes and dishes 
appears efficacious in helping the new mother to 
avoid overtaxing her limited energies in the perform- 
ance of household tasks. The prohibition against 
walking and moving around appears similarly effica- 
cious immediately after parturition, although rigid 
adherence to this prohibition would seem dysfunc- 
tional later in the month when, from the perspective 
of Western medicine, moderate physical activity is 
desirable. It is illuminating in this context that a Wes- 
tern medical textbook written for public health educa- 
tion in Taiwan universities instructs that following 
a normal delivery women may: turn over in bed on 
the first and second days postpartum, sit up on the 
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third and fourth, get out of bed on the sixth, and 
on the ninth begin to walk about freely [31]. 

The prescription to consume large amounts of 
food—especially chicken, eggs, and organ meats 
appears extremely efficacious given that a large per- 
centage of households cannot afford the costly animal 
protein except on special occasions. My data indicate 
that only a few women actually do consume one 
chicken each day (which might indeed have deleter- 
ious consequences); the rule to do so, however, does 
in fact seem to raise their protein intake to a level 
acceptable by Western nutritional standards. The 
prescription to eat sweet foods is efficacious not, as 
many Chinese women believe, because the body sup- 
posedly needs sweets after parturition but because 
consumption of sweets tends to keep salt intake low. 

The proscription against raw and cold foods and 
liquids is efficacious in that it demands everything 
be cooked or boiled, thereby destroying pathogenic 
micro-organisms that might otherwise be consumed. 
It appears dysfunctional, however, in that it largely 
excludes fruits and vegetables—and their nutrients 
from the woman’s diet. On the other hand, certain 
vegetables (such as spinach) might have the negative 
effect of leeching minerals from her system. This 
avoidance is additionally beneficial for preventing 
diarrhea in the breast-fed infant since a majority of 
Chinese vegetables are gas-forming. The proscription 
against consuming food prepared the previous day 
was Obviously a wise precaution in days before refri- 
geration—and for those who still lack it 

In addition to special foods, the prescribed “supple- 
mentary products” may also include certain herbal 
The most noted of these. commonly 
called i-mu-ts'ao, or just “i-mu” (literally, “benefit-the- 
mother-herb”), has been identified as motherwort 
(Leonurus heterophyllus Sweet or Leonurus sibiricus), 
which Chinese women ingest in a tea-like infusion 
to control menstrual and postpartum bleeding and 


medicines [ 32] 


discomfort. Another is ergot, a fungus growth on rye 
and other grains long employed by midwives in 
China, and elsewhere, and more recently recognized 
by the Western containing 
medically active alkaloids able to contract blood ves- 


medical profession as 
sels and smooth muscle tissue and therefore adopted 
in Western medicine for checking hemorrhaging and 
aiding involution of the uterus, one of the major 
physiological and biochemical changes defining the 


puerperium. 


PERSISTENCE AND INTEGRATION 


Doing the month is clearly a tightly-integrated 
holistic set of practices firmly imbedded in Chinese 
culture. We have identified three major reasons why 
Chinese women carry them out: curing the preg- 
nancy-induced imbalance, preventing future illness, 
and preventing future misfortune to themselves and 
those with whom they interact. Chinese women are 
not so analytical about it, however, and some say 
they do not understand at all why they do the month. 
One rural woman commented: “You ask why we do 
this. I don’t know. We country people don’t under- 
stand why this and why that. We just do it because 
everyone else does. We never ask why.” The persist- 
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ence and integrated nature of this cultural pattern 
can be illustrated, however, by the following sets of 
factors. 

First, Chinese mothers say they must eat certain 
foods because they are good for maternal milk pro- 
duction and avoid others because those are bad for 
the infant—e.g. avoid green vegetables which via 
maternal milk, cause infant diarrhea. In urban 
Taiwan many women on the one hand now follow 
the “modern” practice of bottle-feeding their infants 
with preparations of powdered milk while, on the 
other hand, they adhere to the traditional postpartum 
diet. The fact they often give the same reason for 
doing so is evidence that this diet has indeed become 
tightly integrated in a largely unquestioned manner 
into the whole cultural pattern. 

Second, women in the People’s Republic of China 
are told by medical workers to eat good food and 
get proper rest during the month but that practices 
dictated by pleasing the gods—such as remaining in- 
doors because of “pollution”—are supersitition and 
not to be followed. Nevertheless, women there are 
reported to still carry out such practices even though 
they may no longer believe in the gods themselves 
and may not even associate the practices with ‘pleas- 
ing the gods” but only with restoration and perpetua- 
tion of good health. PRC informants say it is expected 
in the countryside that a woman may rest 30 days 
before resuming light work. 

Third, most women admittedly do not adhere 100% 
to the ideal mode of doing the month, but may in- 
stead perceive their overall performance as inade- 
quate. “I did it poorly” is the typical response, rather 
than “I only did some parts of it”. The several vari- 
ants women cite in articulating the rules for doing 
the month all appear to be culturally-sanctioned ways 
to mitigate the severity of the rules while still abiding 
by them. 

Fourth, one might hypothesize (as I did initially) 
that in Taiwan well-educated, “modern” (i.e. Western- 
ized) women whose families normally resort to West- 
ern medicine would be far less likely to do the month, 
or to “do it well”, than would be more traditional, 
less-educated women whose families usually rely on 
Chinese medicine. Yet just the reverse is true, for 
economics education. “Modern” women 
tend to come from wealthier families that can better 
afford to give the new mother one month of idle time 
and to provide her with the relatively costly food as 
well as with a second family member or servant to 
wait on (“accompany”) her for the duration of the 
month. Ability to do so is a statement of wealth and 
assertion of status that those who can afford it are 
not inclined to pass by even though it contradicts 
much of the scientific learning received in school. In 
poorer families, strong as tradition might be, subsis- 
tence demands take precedence and force the new 
mother back to work soon after parturition [33]. 
Even then, she generally attempts to do the month 
as much as possible, especially during its first week 
or two. For one thing, the household believes it 
necessary for her future health. For another, it is a 
matter of face and status for them too; her failure 
to do the month at all would convey to others not 
that she and her family are “modern” but that they 
are simply poor and “uncultivated”. 


overrides 


Thus not only are the constituent practices of doing 
the month integrated among themselves but they also 
function to maintain social integration. Not only is 
doing the month efficacious in many ways with regard 
to the woman’s health status but it is instrumental 
with regard to her social status in the household and 
that of her household in society in general as well. 
In a very important sense, pleasing the gods is only 
secondary to pleasing the persons who constitute 
one’s social environment; indeed it is but another 
level of explanation. Given the deep-rooted Chinese 
emphasis on filial piety and subservience to elders, 
it is not the gods that young women must seek to 
please for the sake of future well-being so much as 
it is her mother or mother-in-law. 

In traditional China, and in traditional households 
today, the extreme emphasis on perpetuating the 
patrilineal descent line and the concomitant marriage 
rule of patrilocality have resulted in the arrangement 
of marriages by parents in order to bring into their 
households daughters-in-law who would obligingly 
produce male descendants. Until successful in this, 
pressure upon them is great—and channeled primar- 
ily through the mother-in-law. Birth of a daughter-in- 
law’s first child, especially if male, means relaxation 
of tension and pressure and confirms her status as 
a member of the family. Under such circumstances, 
doing the month is clearly a reward, and an impor- 
tant role reversal takes place. Having been obliged 
from the day of marriage to wait hand and foot on 
and be at the beck and call of her mother-in-law, 
the mother of the newborn infant is now given sanc- 
tion to lie idle in bed for an entire month—waited 
upon and pampered by the mother-in-law herself. It 
is she, the mother-in-law, who informants say tradi- 
tionally “accompanies” a woman in the month. 

My observations of interpersonal interaction in 
Chinese households during the month give the im- 
pression that far more attention is lavished upon the 
mother, relative to the newborn infant, than in the 
United States [34]. This extra attention their families 
and social networks show them while doing the 
month seems, in fact, to preclude Chinese women 
from experiencing postpartum depression as under- 
stood and so taken for granted by Americans—des- 
pite the fact that the same biological factors are oper- 
ative for women of both cultural backgrounds. 
Neither the Chinese translation of the term “postpar- 
tum depression” nor the concept itself makes much 
sense to the majority of my informants. “You would 


just feel disappointed”, explained one of them, “only 


if each time it is a girl, because then you know the 
family is not pleased”. 

Increasingly as neolocal residence and bilateral kin 
relations become more common, the mother-in-law 
both in the People’s Republic of China and in Taiwan 

is relinquishing influence to the uterine mother. A 
Chinese female physician who practiced medicine for 
some two decades in the PRC informs me this is one 
of the main ways that doing the month has changed 
under socialism. In Taiwan several well-educated pro- 
fessional women expressed scepticism to me about 
doing the month (“Four weeks without bathing or 
washing your hair, and all that oily chicken!”), but 
acknowledged they had done it anyway out of filiality 
and respect for their own mothers who insisted on 
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its value for their future health. To refuse would be 
inviting trouble, they say—and, it appears, criticism 
not propitious for future mental health. 

-After all, say these Chinese women, who knows 
what might happen in the future? Most of my infor- 
mants in fact have ready accounts of other women, 
who, having failed to do the month properly, are now 
consequently afflicted by respiratory, muscular, and 
other chronic ailments. Indeed, when none of them 
have any proof of harm that could accrue from doing 
the month but much ‘proof” of harm that comes from 
not doing it, then why take the risk? 

I found only two Chinese women who report hav- 
ing had children without doing the month. Both are 
fairly well-to-do professional women who say they 
were too smart for all that old-fashioned Chinese 
nonsense—too smart, both say, for their own good. 
One now attributes a recent long and costly bout 
with bronchial infection to not having done the 
month and chastizes herself for foolishly disregarding 
the wisdom of the Chinese ages. The other, holder 
of an American doctoral degree, says she subse- 
quently developed arthritis and, seven years after the 
birth of her earlier child, again became pregnant in 
order to do the month properly, thus successfully re- 
storing her health [35]. 


COMPARATIVE PERSPECTIVE AND 
CONCLUSION 


Is China unique in its emphasis on postpartum 
maternal care and its cultural ritualization of behav- 
ior and diet at this time? Certainly not. The West 
too once had its practices of “lying in” and confine- 
ment that prevailed prior to this century’s advances 
in therapeutic medicine and the accelerated monopo- 
lization of health care and knowledge in the hands 
of legally-identified professionals. Indeed, a compara- 
tive perspective not only affords better understanding 
of natality and maternity in China but the latter also 
affords a better understanding of this major life-cycle 
event both universally and in our own cultures as 
well. 

Evidence from other societies together with this 
from China permits the hypothesis that, prior to a 
population’s coming under the influence of the profes- 
sionalization and therapeutic techniques of Western 
medicine, the time during a woman’s life cycle when 
the greatest concern is shown for her health is the 
period immediately postpartum. A contingent hy- 
pothesis is that, wherever this is true, specific rules 
for diet modification (prescriptions and proscriptions, 
especially as related to “hot” and “cold” distinctions) 
are a major and essential part of the culturally-indi- 
cated maternal postnatal care and are more impor- 
tant than during the prenatal period. 

For example, the Subanun of Mindanao in the 
Philippines are reported to “focus a remarkable 
amount of ritual and medical attention” on a mother 
during her gigetaw (postpartum period) in contrast 
to the relative lack of formal ritualization of other 
biological life-cycle events [36]. Mayan Indians, for 
instance, like rural Taiwanese, restrict diet during 
pregnancy but not nearly so rigidly as immediately 
after parturition [37]. Indicative of the importance 
attached to the postpartum period is the assignment 
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to it of a special name and fixed duration. The Zapo- 
tec Indian and generally widespread Latin American 
cuarentena (“quarantine”) is 40 days[38], the 
Subanun gigetaw is 7-9 days, and the Mayan postpar- 
tum confinement lasts 20 days (equivalent to one 
round of the ancient Mayan calendar). As in China, 
Mayan, Zapotec, Subanun and Tzintzuntan (Mexi- 
can) women are all reported to follow diets modified 
for reasons of hot and cold, lactation, propitiating 
the supernatural, and future health. 

A related hypothesis suggested by data from several 
cultures is that, where the postpartum is the time of 
greatest concern for female health, then the measures 
taken are regarded by members of the given culture 
as primarily preventive although they do in fact have 
certain therapeutic value as well. In this context the 
beliefs and practices of Chinese-American women are 
instructive. Data collected by myself in interviews 
with 23 young mothers of Chinese origin now resident 
in California indicate that their having “done the 
month”—some “quite well” and others “only a little 
bit”’—was motivated largely by concerns for their own 
future health (including appearance). They, and their 
mothers and mothers-in-law, tend to consider it the 
responsibility of the Western medical establishment 
to deliver the infant but their own personal responsi- 
bility to lay the foundation for good health in the 
future since, in their words, American hospitals and 
doctors “don’t care about” this[39]. It is indicative 
of the persistence of the traditional Chinese postpar- 
tum practices that Chinese-American 
women hospitalized for hospital 
food, pour out cold liquids, have special dishes snuck 


nerous 


childbirth reject 


in by Chinese visitors, and only dampen a towel to 
pretend having showered [40] 


and 


In summary, 100% of over 100 Chinese 
Chinese-Americans interviewed consider “doing the 
health, 


both 


month” efficacious for reasons of physical 
social relations (and thus 
Chinese lay informants and Chinese physicians alike 


attribute this in part to its function of restoring health 


mental health), o1 


and putting somatic and social relations into balance. 


They emphasize especially its vz preventive 
therapy—one which makes for future physiological 
and mental well-being and harmony. In light of Wes- 
tern medical knowledge, some of its practices are efh- 
cacious while others, which may once have been so, 
now appear dysfunctional. For most Chinese women, 
however, even though they too regard some aspects 
of it as not particularly efficacious or pleasant, doing 
the month appears to remain an integrated (and inte- 
grative) health behavior whose components are not 
so easily disassociated—or Nor should 
they be disregarded by health professionals, Chinese 
or Western. 


discarded. 
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Following Robert Redfield’s definition, “great tradi- 
tion” refers to a body of knowledge consciously articu- 
lated and transmitted through books, literate scholars, 
and institutions of learning. “Little tradition” refers to 
a body of folk knowledge transmitted, by persons who 
are not necessarily literate, through socialization and 
other informal processes. 

. “Ethnomedical” refers to health and illness beliefs and 
practices indigenous to a given culture (in contrast to 
a system, e.g. Western medicine, imposed from out- 
side). 

This research was conducted during four months in 
1975, subsequent to two years general ethnographic 
study in Taiwan in the early 1970s. I am grateful to 
the Institute of Ethnology of Academia Sinica in Tai- 
pei for its support and to Professors Sheila Cosminsky, 
Wolfram Eberhard, George Foster, Edward Henry, 
and to Sophie Sa and John Schiffeler for their helpful 
comments regarding this study. I am also appreciative 
to Dr. James Bonnett for the inspiration with which 
I undertook the study. Earlier versions of this article 
were presented at the University of California (San 
Francisco) School of Nursing and the American An- 
thropological Association 1976 Annual Meeting. 
Some practices of doing the month can be traced back 
to the Sung dynasty (A.D. 960-1279) according to 
Chien Ch’1, Chung-kuo Ch’an-fu ti Chin-chi Hsing-wei: 
Tso Yiieh-tzu (Behavioral Prohibitions and Avoid- 
ances of Chinese Women at Childbirth: Doing the 
Month). Jen-lei yi Wen-hua (Man and Society) 5, 41, 
1975. Its conceptual origins, however, may well extend 
back some 2000 years ; 

Chien op. cit. is the only source I have found that 
deals specifically with Chinese postpartum practices 
Scattered details may be found in: Anderson, E. N. 
Jr. and Anderson M. L. Folk medicine in rural Hong 
Kong, Ethnoiatria 2(1), 22, 1968, and Cantonese ethno- 
hoptology, in Mountains and Water: Essays on the Cul- 
tural Ecology of South Coastal China, pp. 109-119, 
Orient Cultural Service, Taipei, 1973; Ahern E. The 
power and pollution of Chinese women, in Women in 
Chinese Society (Edited by Wolf M. and Witke R.), 
pp. 193-214, Stanford University Press, Stanford, 1975; 
Yee C. A Chinese Childhood, pp. 200-202, Norton, 
New York, 1963; Freytag H. Chinese food and food- 
ways, Echo, February, 1973; Gallin B. Hsin Hsing, 
Taiwan: A Chinese Village in Change, pp. 191-192, 
University of California Press, Berkeley, 1966; Gould- 
Martin K. Women asking women: an ethnography of 
health care in rural Taiwan, pp. 127-129, unpublished 
Ph.D. dissertation, Rutgers University, New Bruns- 
wick, N.J., 1976; Hsu F. L. K. Under the Ancestors 
Shadow: Kinship, Personality, and Social Mobility in 
Village China, p. 204, Doubleday, Garden City, N.Y., 
1967; Li-ch’en K. Chung-kuo Sheng-yii Li-su  K’ao 
(Investigation of Chinese Childbirth and Childrearing 
Practices), Wen-shih Che-hsiieh Ch’u-pan-she, Taipei, 
1971; Pasternak B. Kinship and Community in Two 
Chinese Villages, p. 83, Stanford University Press, 
Stanford, 1972; and Topley M. Cosmic antagonisms: 
a mother-child syndrome, in Religion and Ritual in 
Chinese Society (Edited by Wolf A.), pp. 237-239, Stan- 
ford University Press, Stanford, 1974. 

Nurses in two hospitals I visited showed me infants 
who had been with them almost the entire month and 
would remain until its end—visited daily by a grand- 
mother or other family member, but not by the 
mothers themselves. : 
Pomelo leaves are reported to be widely used, at least 
among traditional southern Chinese, “for protection” 
and for persons and things about to temporarily enter 
some status or state apart from the common world- 
e.g. spirit mediums entering trance, and rooms and 


altars before they are used for ritual performances. Se 
Topley M. Chinese traditional ideas in the treatment 
of disease: two examples from Hong Kong. Man 5, 
421, 1970. 

Some Chinese consider carrots an exception to this 
principle because of their mitigating “hot” color. 
Despite this repeated claim, I did not once during 
nearly two and a half years in Taiwan hear of or see 
anyone eating sesame-oil chicken except during “the 
month”. In general, mainland-born Chinese do not add 
the sesame oil but use dates and other “hot” products 
instead. Chicken appears to remain the most widely 
prescribed postpartum food in the PRC. 

Similarly, Cantonese in Hong Kong say that inter- 
course during the postnatal period will cause the hus- 
band to catch a certain “contagious” and poisonous 
lung disease which has its origin in the clashing of 
two powerful “winds.” See Topley op. cit. (1974), pp. 
236-237. 


. Taiwanese informants also say one must not burn in- 


cense, go to temples, or attend weddings or other 
joyous events during one’s M.C. “M.C.” is a term 
many young woman in Taiwan employ for menstrua- 
tion rather than the standard Chinese term yiieh-ching 
which some are embarrassed to say. I hypothesize it 
comes from ‘menstrual cycle’ or menses although 
women who have used it with me say they have no 
idea of its origin. 

I have found, however, no evidence among Chinese 
of the Southeast Asian practice of “mother-roasting” 
keeping a fire going near the mother during the speci- 
fied postpartum period in order to supplement “hot- 
ness” in her body. 

Similarly the efforts a woman takes to avoid offending 
the gods are also preventive measures, in this case car- 
ried out against general misfortunes that offended gods 
could otherwise inflict upon the woman herself as well 
as upon other persons with whom she has contact. 
There is voluminous English-language literature on 
Chinese medicine. See, for example, Akhtar S. Health 
Care in the People’s Republic of China: A Bibliography 
with Abstracts, International Development Research 
Centre, Ottawa, 1975. Relatively little of this concerns 
the everyday practices and beliefs of traditional folk 
medicine. See, however, Anderson E. N., Jr. and 
Anderson M. L. op. cit. (1968), and Folk dietetics in 
two Chinese communities and its implications for the 
study of Chinese medicine, in Medicine in Chinese Cul- 
tures: Comparative Studies of Health Care in Chinese 
and Other Societies (Edited by Kleinman A. et al.), pp. 
143-175, Fogarty International Center, Bethesda, 
1975; Gould-Martin op. cit.; Holbrook B. Chinese psy- 
cho-social medicine—doctor and dang-ki: an intercul- 
tural analysis, Bull. Inst. Ethnol. Acad. sin. 37, 85, 1974; 
Kleinman A. et al. (Ed.) Medicine in Chinese Cultures: 
Comparative Studies of Health Care in Chinese and 
Other Societies, Fogarty International Center, Beth- 
esda, 1975; Kleinman A. and Sung L. Why do indi- 
genous practitioners successfully heal?: a follow-up 
study of the efficacy of indigenous healing in Taiwan, 
paper presented at Workshop on The Healing Process, 
Michigan State University, 1976; Schiffeler J. A biblio- 
graphy of the history of Chinese folk medicine, Chinese 
Culture 16(2), 95, 1975, and The origin of Chinese folk 
medicine, Asian Folklore Studies 35(2), 17, 1976; Top- 
ley M. op. cit. (1970), op. cit. (1974), and Chinese tradi- 
tional etiology and methods of cure in Hong Kong, 
in Asian Medical Systems: A Comparative Study 
(Edited by Leslie C.), pp. 243-265, University of Cali- 
fornia Press, Berkeley, 1976. 

Anderson and Anderson op. cit. (1968) likewise found 
in Hong Kong that “the specialized knowledge of the 
Chinese herbalists was extremely extensive and 
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detailed, involving highly systematic and codified 
teachings... little shared by nonspecialists”. There 
should be nothing surprising about this, yet many 
Westerners, observing the coexistence of the Chinese 
and Western medical systems, tend to assume that so- 
called “average Chinese”—to whom Western medicine 
is understandably foreign—understand well the details 
of Chinese medicine. 

Like the medical systems of classical Islam and tradi- 
tional India, Chinese traditional medicine has a 
rational theoretical basis contained in a large corpus 
of medical classics of great antiquity and has been 
practiced by a secular class of physicians distinct from 
both the folk medical practitioner and from the re- 
ligious specialist. The classics which laid down the 
basic principles of Chinese medical theory are known 
by the same term as are the Confucian, Taoist, and 
other philosophical treatises—ching—and date primar- 
ily from the Han dynasty (206 B.C.—220 A.D.). An 
oral medical tradition must have existed in China at 
least as early as the second millenium B.C., however 
See Porkert M. The Theoretical Foundations of 
Chinese Medicine, Massachusetts Institute of Tech- 
nology Press, Cambridge, 1974, and the intellectual 
and social impulses behind the evolution of traditional 
Chinese medicine, in Leslie op. cit., pp. 63-76. Only 
this can explain the high degree of sophistication of 
the earliest known recorded Chinese medical theory, 
the Huang-ti Nei-ching (The Yellow Emperor’s Inner 
Classic). This is a theoretical exposition of the basis 
for health and illness closely related to the cosmologi- 
cal ideas which were being formulated during the pre- 
ceding Chinese philosophic period. See Veith I. The 
Yellow Emperor's Classic of Internal Medicine, Univer- 
sity of California Press, Berkeley, 1966. Although it 
it of unknown authorship, its attribution to the legend- 
ary Yellow Emperor, an ancient culture hero, served 
to give it a semi-sacred status. Likewise, the Shen-nung 
Pen-ts'ao Ching (Classic Pharmacopoeia of the Divine 
Husbandman) also derived a semi-sacred quality from 
its attribution to the mythical divine ruler and patron 


of agriculture. This latter is the earliest of a series of 


pen-ts’ao (usually translated as “pharmacopoeia”) that 
culminated in a 16th century work on the Chinese 
materia medica which is still the basic reference work 
for Chinese herbalists. See Porkert op. cit. (1976), pp 
70-76; and Croizier R. Traditional medicine as a basis 
for Chinese medical practice, in Medicine and Public 
Health in the People’s Republic of China (Edited by 
Quinn J.), pp. 3-21, Department of Health, Education 
and Welfare, Washington D.C., 1973. 

It is not totally accurate to equate chi with the 
pneuma of the Greek humoral theory associated with 
Hippocrates and Galen, although resemblances do 
exist. A common element in Chinese conversation and 
cognition, chi cannot be equated with “air” or 
“breath” either, although it is sometimes used in 
related expressions. Evidence of the vital, and lethal, 
power of chi was presented me by one Asian woman 
who, upon admittance to a Los Angeles hospital, de- 
veloped excessive ch’i when unsympathetically treated 
by a certain Anglo nurse. To save face, however, she 
kept the chi within herself. A month later, as she lay 
dying, she informed her family of the incident and con- 
fided that this was the reason. Afterwards, staff phys- 
icians, mystified by how she had seemed to suddenly 
“give up the will to live”, ascribed her death to inex- 
plicable “complications”. 

A woman is considered cold during pregnancy because 
internally she is losing blood to her fetus. She is polar- 
ized in the direction of cold and the fetus in the direc- 
tion of hot, an opposition that causes “wind” to be 
generated and poison to accumulate in her womb. See 
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Topley op. cit. (1974). As for menstruation, each month 
women move from cold toward hot, which they reach 
in the middle of the month, and then back to cold 
when blood is passed as menstrual fluid. For discus- 
sion of menstrual beliefs and practices, see Best A. E. 
Chinese folklore relating to conception and maternity, 
Chinese med. J. 40(6), 564, 1926; Cordia Ming-yeuk 
Chu, Menstrual beliefs and practices of Chinese 
women, paper presented at the California Regional 
Seminar in Chinese Studies, University of California 
at Berkeley, 1977; Fan Ju. Chung-kuo ti Hsing 
Chiao-yii: Chuan-ti Tiao-ch’a (Chinese sex education: 
A special survey), Jen-lei yii Wen-hua (Man and 
Society), 6, 47, 1975; and Chor-Swang Ngin, Accepta- 
bility of indigenous fertility regulating methods in a 
Chinese community in Kuala Lumpur, Malaysia, 
World Health Organization, Expanded Program in 
Human Reproduction 1976 (to be published in Indi- 
genous Fertility Regulating Methods, Edited by New- 
man L.) 


There are also two kinds of blood. Good blood is that 


10 
which normally circulates in the body. The blood of 


menstruation and childbirth, in contrast, is bad. dirty. 
and to be expelled 
For an analytical overview of food in Chinese culture, 
see Chang K. C. (Ed.) | n Chinese Culture: Anthro- 
pological and Historica! rspectives, Yale University 
Press, New Haven For a useful bibliography 
on humoral theory and hot-and-cold diet, see Logan 
M. Selected references on the hot-cold theory of 
disease, Med {nthrop. Newslett. 6(2), 8, 1975. Some 
details on Chinese hot-and-cold diet therapy may be 
found in Anderson and Anderson op. cit. (1973. 1975): 
Choa G. Some ideas concerning food and diet among 
Hong Kong Chinese istitution and food ther- 
apy, in Some Traditional Chinese Ideas and Concep- 
tions in Hong Kong Social Life Today (Edited by Top- 
ley M.), pp. 31-35 Asiatic Society, Hong Kong. 
1967; Freytag op ould-Martin op. cit.; and Top- 
ley op. Cl 
It seems, however some products that are basi- 
cally neutral can be made hotter or colder through 
food preparation techniques. Thus, a cake or other 
pastry whose nature is ambi us in the raw batter 
state becomes hot : ying 
1 woman is to avoid foods 

cold or hot as this would 
further polarize an’s coldness and her fetus’ 
hotness and thus g 


ideal diet is very restricted vegetables and little 


> more wind and poison. Her 


meat besides pork, which is regarded as neither hot 
nor cold but perfectly balanced. Chicken 1s barred 
because it is hot, and » | it is cold or else 
“poisonous”. See pley op. cit. (1974), p. 237. It must 
be emphasized that, while my Chinese lay informants 
tended to know which foods predominantly hot 
and which predominantly cold, most of them did not 
automatically see the hot/cold polarity as directly 
related to yin and yang. In fact the only mention of 
yin and yang when lay informants were discussing 
childbirth and postpartum was in response to my ques- 
tioning as to whether or not there was any connection 
between yin/yang and hot/cold. They generally admit- 
ted that, yes, there was some relationship, but no direct 
connection. One woman responded “Yin and yang? 
That’s philosophy. We're talking about how you do 
the month.” Interviews in San Francisco’s Chinatown 
reveal the same response there from persons of Chinese 
descent (John Schiffeler, personal communication). 

This indicates perhaps the main difference Taiwan 
Chinese perceive between Western and Chinese medi- 
cine, namely that Western medicine is more of a one- 
shot operation (injection, surgery, or antibiotic pill) 
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which may produce a relatively instant cure but does 
not do much for maintaining health thereafter. Chinese 
medicine, in contrast, restores health more slowly but 
in such a way as to contribute to continued health 
maintenance. Accordingly, many Chinese tend to rely 
upon Western medicine for acute problems but on 
Chinese medicine for those that are chronic or of lesser 
intensity. For discussion of the relationship between 
Chinese and Western medicine in Taiwan, see Unshuld 
P. The social organization and ecology of medical 
practice in Taiwan, in Leslie op. cit., pp. 300-316. 
See Chien op. cit. 
See Wallnéfer H. and von Rottauscher A. Chinese Folk 
Med. p. 97, Mentor, New York, 1971. 
The belief has traditionally existed among Chinese that 
humans can assume certain characteristics of animals 
whose flesh they eat and that eating certain organs 
of those animals would strengthen one’s own respect- 
ive organs. Perhaps this may be an explanation for 
the practice of eating kidneys, livers, and other organs 
during the month—namely that they fortify the 
1an’s Own organs against onslaught by wind. 
The illness should be dispersed with hot beverages and 
soups, according to Wallnofer and von Rottauscher 
p. 96. They explain that if heat has not been 
listered early enough, the illness will advance into 
and cause coughing and pulmonary inflam- 
y it may penetrate into the spleen. 
into the spleen will cause exhaustion, 
in the abdomen, cardiac disturbances, and jaun- 
Eventually it may lead to death 
Needham J. and Gwei-djen L. Chinese medicine, 
and Culture (Edited by Poynter F. N. L.), 
255-284, Wellcome Institute of the History of 
edicine, 1969. They refer to this as a dichotomy 
en “strengthening the defender of the organic 
the one hand, or sallying forth to attack 
ers on the other” 
h’ien op. cit. (my translation and paraphrasing). 
Tsung-han, Kung-kung Wei-sheng Hsieh (The 
of Public Health), Hsin-lu Shu-chii, Taipei, 1974. 
herbal medicine and foods for restoring somatic 
are cognitively lumped together in the cate- 
supplementary product.” Unlike English in 
” food and “take” medicine, colloquial 
he same verb, ch’ih, for both. The com- 
used expression, cl’ih pu-p’in (“consume supple- 
products”), thus embodies no distinction 
food and medicine 
llustrates the important point that women’s 
problems differ markedly with social class wher- 
lass distinctions in themselves are marked. In 
nited States at the turn of this century, for 
medical ideology and practice maintained 
‘ry contradictory images of female health status. 
t dleness of the supposedly frail upper- 


class women led to a cult of perennial feminine mala- 
dies, hypochondria, and effete invalidism. Working- 
won in contrast, while regarded as “un- 


healthy” transmitters of disease because of the unsani- 
tary conditions in which they lived, were also con- 


sidered to be of animal-like hardiness—able to work 
straight through menstruation and to be back in the 
sweat-shop immediately after childbirth. See Ehren- 
reich B. and English D. Complaints and Disorders: The 
Sexual Politics of Sickness, Feminist Press, Old West- 
bury, N.Y., 1973. 

One might hypothesize that this month of idleness 
would make for a great deal of maternal-infant con- 
tact. I, like most Westerners, was surprised to discover 
this is not automatically the case. Infant-maintenance 
functions during the month are often assumed by the 
mother-in-law or other family members. In fact, when 
other family members can assume child care responsi- 
bilities, prolonged mother-child and even neonatal 
separation is not unusual among Chinese. (This is the 
subject of a forthcoming article which I thank Clifford 
Barnett for suggesting.) 

Her child was sent home from the United States to 
Taiwan at six months of age in care of a China Air 
Lines stewardess to be raised until school age by its 
grandparents. The airline’s personnel in Taipei ac- 
knowledge that this is a service they routinely perform 
Frake C. and Frake C. Postnatal care among the east- 
ern Subanun, The Silliman Journal 4(3), 207, 1957 
See Cosminsky S. Birth rituals and symbolism: a 
Quiche Maya—Black Carib comparison, in Ritual and 
Symbol in Native Central America (Edited by Young 
P. and Howe J.). pp. 107-123, University of Oregon, 
Anthropological Papers No. 9, 1976; and Gould-Mar- 
tin op. cit. 

Chinas B. and Foster G. (personal communications). 
Most Chinese-American women I have interviewed feel 
that American doctors do “care about” maternal pre- 
natal health, however—i.e. as compared to maternal 
postpartum health. As in China, Chinese-American 
women in California continue to follow hot/cold diet- 
ary restrictions during pregnancy but not so rigidly 
as after parturition. This particular Chinese pattern 
thus appears to be reinforced by the relatively greater 
attention shown in the United States in general to pre- 
natal care than to maternal postnatal care. See also 
Leung, J. Effect of acculturation on nutritional prac- 
tices of pregnant and lactating Chinese mothers in San 
Francisco, paper presented at the West Coast Nutri- 
tional Anthropologists’ First Scientific Meeting, San 
Francisco, 1977, as well as her forthcoming Ph.D. dis- 
sertation on this subject for the Department of Nutri- 
tion, University of California at Davis. 

The extent to which Chinese postpartum practices are 
adhered to in the United States appears to depend 
largely on two variables: (1) whether or not the woman 
herself has paid employment outside the home. and 
(2) whether or not she has someone of the older gener- 
ation to “accompany” and assist her postpartum since 
such persons are more familiar with the Chinese prac- 
tices and insistent upon their efficacy in restoring 
health and, especially, in preventing future illness. See 
Pillsbury B. Childbirth: from Chinese social system 
into the Western hospital, paper presented at the 
Society for Applied Anthropology Annual Meeting, 
San Diego, 1977. 
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Abstract 


Susto, a Latin-American syndrome related to acute fright, is viewed as a disease of adaptation 


as defined by Selye. The physiological, psychological, cultural, and social aspects of this disease are 
examined, as are the interactions of these various dimensions. Healing rituals for the effective cure 
of susto are examined, and a basis for their efficacy is established by reference to Selye’s theory 
Other culturally-specific, fright-related diseases of adaptation in Western and non-Western cultures 


are examined and compared to susto. Diseases of adaptation cannot be fully understood without 


ence to cultural, social, and psychological factors 


A complex interaction of biological, environmental, 
cultural, and psychological factors exists in the case 
of physical illness, which cannot be completely under- 
stood solely on a biological plane. A consideration 
of human evolution points to the necessity for this 
type of study. As many anthropologists have pointed 
out—e.g. Geertz [1], Wallace [2], and LeVine [3] 

the evolution of culture and the evolution of the 
brain proceeded together, each importantly influenc- 
ing the other; the same may be said of the evolution 
of other features of human anatomy and physiology 
“Human beings did not evolve, and then invent cul- 
ture. Rather, their somatic and cultural evolutions 
have constantly proceeded in a fashion characterized 
by constant and subtle interaction” [4]. In this feed- 
back process culture acts as an agent of natural selec- 
tion, while biology is an active force in culture and 
culture change. Culture and the human mind and 
body have evolved together, and their dynamic inter- 
actions still continue. 


SUSTO 


Susto is a widespread disease in Latin America and 
among Spanish-speaking inhabitants of parts of the 
United States. The perspective outlined above can il- 
luminate this disease, which originates in a sudden 
natural fright. Those who are afflicted include Indians 
and non-Indians, rich and poor, rural and urban 
dwellers, children and adults, speakers of unrelated 
languages, and both sexes. The disease is sometimes, 
although not always, linked to the Hispanic-American 
belief that the individual is composed of a corporeal 
being and one or more immaterial souls, which may 
become detached from the body as a consequence 
of an unsettling experience; susto is then a sickness 
brought on by this soul-loss. It is also widely believed 
that, unless cured, susto wll culminate in death. 

Although there are both cultural and individual 
variations, a basic susto syndrome may be identified: 
during sleep the victim evidences restlessness, and 


* Training support provided by National Institute on 
Aging grant number AG00022. I would also like to grate- 
fully acknowledge aid from Renaldo Maduro, Christie 
Kiefer, and Raymond Fogelson. 


refer- 


while awake he is characterized 
of appetite, inability to urinate, disinterest in dress 
and personal hygiene, loss of strength, depression, and 
introversion 


by listlessness, loss 


Variations tend to be in the nature of 
additional symptoms added to the basic syndrome: 
the most common of these are fever, muscular pains, 
complexion changes, nausea, other stomach or intes- 
tinal upsets, and vertigo. A variety of unexpected inci- 
dents may engender susto. Some of these are com- 
pletely physical and nonsocial: a fall in a lake or river, 
an earthquake, an encounter with a dangerous ani- 
mal. Sometimes the cause of susto involves social inci- 
dents, such as being attacked or 
spouse, public humiliation, injury or death of others 


deserted by one’s 
with whom one is closely involved, or losing some- 
thing valuable. In all incidents discussed so far in the 
literature there is a common thread of helplessness 
and inability to act and remove the cause of the fear; 
in these cases biological responses preparing the body 
for action would be to no avail, and ultimately 
1armful from a physiological standpoint. In 


cases inability to respond positively to the 


even 
some 
source Ol 
fear is mostly physical, e.g. in an instance where a 
sick man was unable to communicate his wardmate’s 
condition to hospital staff, with the result that the 
wardmate died in many cases inability to 


attack the cause of fear is at least partly due to cul- 


However, 


tural inhibitions and norms. One does not strike back 
at one’s husband or teacher, for example, or interfere 
in someone else’s fight 
A few theoretical 
account for susto; these generally emphasize one of 
the psychological or social dimensions of the illness. 
Munn [5] explains susto psychologically as a fixation 
upon a traumatic past event which the individual is 
incapable of transcending, and from which he must 
be liberated to be cured; this is effected through hallu- 
cinogenic mushrooms administered by shamans. “The 
patient, by the mnenonic power of the mushrooms, 
freed from inhibitions and recalls the 
traumatic event, surmounts the repetition syndrome 
that perpetuates it by virtue of the ecstatic spon- 
taneity that has been released from him, suffers a 
catharsis, and is brought back to life, integrated 
again” [6]. The correspondence between this account 
of susto and Horowitz’s stress response syndrome [7] 


attempts have been made to 


repressions, 
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immediately suggests a connection between susto and 
some sort of stress. 

Uzzell [8] emphasizes the voluntary aspects of 
susto and the individual and social functions of the 
disease. Susto is a preeminently social and flexible dis- 
ease that serves both as an explanation and an excuse 
for deviant behavior. Adult susto is a role “that may 
be assumed by an individual, primarily in order to 
impose his or her definition upon situations and 
thereby control the interactions” [9]. Being social in 
nature, however, susto originates dialectically through 
negotiation of the patient with others, not simply in 
rational and calculating activity in the mind of one 
individual. 

O’Nell and Selby [10] discuss both the psychologi- 
cal and social aspects of susto. A person afflicted with 
susto can escape from psychological stresses engen- 
dered within a cultural framework. Normal role 
expectations are relaxed and a new repertoire of be- 
havior becomes appropriate. The victim becomes the 
focus of a great deal of sympathetic understanding, 
and the cure of the disease reinstates the person into 
the group. The authors support their thesis of the 
importance of role stress in the genesis of susto by 
presenting data to show that women, who are under 
greater role stress than men and who have fewer cul- 
turally legitimate ways to express this stress, suffer 
significantly more often from susto than do men. 

Rubel [11,12], who originated the idea of the im- 


portance of role stress in the genesis and function 
of susto, also acknowledges the importance of physio- 
logical factors in susto, which other theorists largely 
ignore. Susto may be understood as the product of 


the complex interaction of three open systems: the 
individual’s state of health, the system (es- 
pecially role expectations), and the individual’s per- 
sonality, which mediates the first two factors. Some 
individuals will adopt susto as an adaptive mechanism 
inadequacies; others may 


social 


to self-perceived social 


adapt in a different manner. 


SUSTO: A DISEASE OF ADAPTATION 


Although all the above ideas provide important in- 
sights into susto, they are all incomplete, largely 
ignoring the physiological dimension of susto and its 
cures. Although Rubel mentions the individual's state 
of health as important in understanding this disease, 
he discusses this factor very little. Physiological, cul- 
tural, and psychological factors converge in the origin 
of susto, and all must be considered. In Hispanic- 
America this interplay of mind and body is given 
more recognition than it is in the anthropological 
literature. 

In particular, the presence of susto among very 
young children suggests that this desease cannot be 
entirely explained by dissatisfaction with social inter- 
actions or role stress. De Rois [13] discusses the case 
of a two-year-old Peruvian girl in Iquitos who con- 
tracted a severe case of susto after falling into a river 
near her home and nearly drowning. Gillin [14] notes 
that in the Peruvian coastal town of Moche, susto 
occurs in children most frequently when the child is 
about one year of age and is beginning to walk and 
be weaned. This is a general time of crisis in the in- 
fant’s life, and no specific fright is deemed necessary 
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for a diagnosis of susto. Dietary changes and perhaps 
deficiencies, changes in the parents’ treatment of the 
child, and other developmental factors may be in- 
volved in this manifestation of susto. In older children 
the onset of the disease does coincide with some 
specific fearful event. Among Mexican-Americans in 
California, susto attacks children more commonly 
than adults. An informant described the illness in 
children for Clark [15]. 


Something scares them real bad, and it seems 
like they just can’t stop being scared from then 
on. When a child has susto, you can tell because 
he is very pale and thin and dosesn’t want to eat. 
He gets big round eyes that look sad, and he 
always has headaches. He shakes and trembles and 
is scared of the least little thing [16]. 


Although children may be subject to cultural stress 
and dissatisfaction, it seems unlikely that the syn- 
drome described above in very young children, who 
are not yet fully versed in their culture and able to 
manipulate it, is without an important physiological 
component in its origin. 

Another objection to what may be termed a social- 
functional approach to susto is that the disease has 
many negative social and psychological aspects. It is 
a state of physical and emotional discomfort, costly 
in time and money, sometimes threatening to social 
relationships, uncertain in duration and intensity, and 
possibly debilitating and even fatal. Illness may be 
a trying period of social crisis, disrupting previously 
harmonious family life, e.g. through worry and finan- 
cial strain. “It should be emphasized that not every 
case of sickness among barrio people results in im- 
proved social relations” [17]. 

To round out the theories of susto presented above. 
I will consider the writings of Selye [18]. Wolff [19], 
and Sargant [20] on the physiological and psycho- 
logical aspects of stress. First, following Selye’s defini- 
tion, I would label susto a “disease of adaptation”. 
Selye shows that many common diseases are largely 
due to errors in the body’s adaptive response to stress, 
rather than to direct damage by germs, poisons, and 
other external agents; he calls these illnesses “diseases 
of adaptation”. From one standpoint, therefore, susto 
is a specific disease confined to certain groups of 
Latin Americans. From another standpoint, susto is 
a culturally-specific example of the more general class 
of diseases of adaptation. Maladaptive physiological 
responses to fear and other traumas occur among 
people who do not recognize susto as a disease, and 
such syndromes do not constitute susto. A person 
may be operationally defined as having susto when 
he claims he has it, and others in his culture recognize 
his claim as valid. In the case of young children, only 
the diagnosis of others is necessary for susto to be 
classified as such. 

Stress is a ubiquitous force whose effects differ from 
person to person. I am defining stress operationally 
as any condition internal or external to the organism 
which brings about a change in its adaptive function- 
ing or which makes such functioning more difficult; 
what is stress is defined not by reference to any par- 
ticular list of stimuli, but to the relationship between 
a stimulus and a specific organism. This definition 
is close to that given by Lazarus [21]. “To speak 
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of something as falling within the rubric of stress pre- 
sumes a damaging transaction between some specific 
type of organism and some particular condition of 
the environment” [22]. Conditioning factors—past 
experience, genetic factors, environment, etc.—are 
quite important in determining a particular indivi- 
dual’s physiological reaction to stress, which may be 
quite variable; stress itself can act as a conditioning 
factor for the adaptive hormones produced during 
stress. Any strong emotion can activate the body’s 
stress mechanism to some degree; in the case of 
susto, the emotion is fright. The body possesses a 
complex system of checks and balances to keep stress 
responses within certain tolerances. This system 
depends on the antagonistic activation of mutually 
opposing forces, and does not always work perfectly. 
Adaptation should consist of a balanced blend of 
defense and submission; an excess of either of these 
types of reactions results in a disease of adaptation. 
In the case of susto, judging from the symptoms, the 
syndrome results from an excess of submissive re- 
sponses to a strong emotion of fear; this is a process 
extensively dealt with by Gellhorn [23]. Moreover, 
as Wallace [24] points out, adaptation by the body 
to remove the source of stress is maladaptive when 
this goal cannot be accomplished. This explains why 
social incidents engendering susto so often take the 
form of a situation in which the victim is helpless 
to act; in these cases any response to stress would 
be maladaptive from a physiological standpoint. 

However, susto cannot be solely reduced to a 
physiological level. The objects or incidents that 
engender fear are largely culturally determined. 
Health and nutrition, which are important in deter- 
mining specific physiological responses to stress, are 
related to eating preferences and family size (if food 
is limited); genetic factors are related to reproductive 
practices; ability to control one’s fear and avoid mala- 
daptive responses to it is in part psychological. The 
interactions are complex; physiology both conditions 
and is conditioned by cultural and psychological fac- 
tors. 

Wolff's [25] studies of the relationships between 
stress and disease are also quite relevant to an under- 
standing of susto. Patterns of reaction to stressful cir- 
cumstances which are inappropriate in kind, amount, 
or duration will ultimately be destructive to the body. 
A threat of danger may evoke reactions of long 
duration and even of greater magnitude than an 
assault itself, and the resulting protective adaptive 
reactions, when sustained, may be far more damaging 
to the individual than the effects of the noxious agent 
per Sse. 

The stress accruing from a situation is based in 
part on the way the affected subject perceives it 
(which is in turn based on cultural, motivational, and 
biological factors); and in part on the support he 
receives from his environment. This provides some 
basis for Uzzell’s [26] discussion of the voluntary 
aspects of susto. Thus, not all stress leading to disease 
is dramatic and highly emotional, and many stressful 
situations for humans involve other people. Danger 
may be not only real, but symbolic. “The ability of 
symbolic stimuli to participate in the activation of 
disease mechanisms depends upon the fact that most 
bodily organs are connected with, and responsive to 
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impulses reaching them via autonomic and endocrine 
pathways, from the highest integrative levels of the 
nervous system, the interpretive areas of the brain” 
[27]. Caudill [28] emphasizes the importance of sym- 
bolic communication and the meaning of stress to an 
individual as mediating variable between the stress- 
ful stimulus and the organism’s adaptive response. 
People may actively seek change and stress; humans 
are not content to limit their lives to the reduction 
of tension and the achievement of integration. 


THE HEALING OF SUSTO 


The writings of Sargant [29] are also highly illu- 
minating of the physiological dimension of susto. A 
severe state of fear might be enough to induce a state 
of “transmarginal inhibition” in a previously normally 
functioning brain. In transmarginal inhibition, behav- 
ior patterns are changed; since it is a state of hyper- 
suggestibility, it seems likely that the behaviors that 
would be adopted in this state are those which are 
culturally expected, accounting for the similarity of 
susto symptoms in most sufferers. The role of hyper- 
suggestibility in the etiology of susto suggests the 
hypothesis that ordinary, normal people, those open 
to the suggestions of society, who previously con- 
formed to cultural expectations, are also the readiest 
victims of susto, which requires a change in behavior 
and body functioning induced while the brain is in 
an abnormal state. The relation between personality 
factors and susceptibility to specific diseases of adap- 
tation is, however, quite complex; a full discussion 
is beyond the scope of this paper (see Frank [30], 
Sargant [31]). The effect of temperamental suggestibi- 
by the fact that those 
under chronic generally inadequate 
social functioning are perhaps weaker and less able 
to respond to an acute stress without developing a 
disease of adaptation. Similarly, it is possible that pre- 
viously normal, well-adjusted people could also be 
most easily cured of susto. During a subsequent state 
of hypersuggestibility induced by drugs or other cur- 
ing techniques, the healer could reinstate culturally 
desirable patterns of behavior and free the body from 
the stereotyped groove induced by the initial fear. 

Aside from producing and aggravating disease, 
Selye [32] points out that stress can also have thera- 


lity may be partially cancelled 


stress due to 


peutic value in curing disease. Adaptive mechanisms, 
once activated, tend to get into a stereotyped groove 
that stress can break by activating collateral channels 
of adaptation. Caudill [33] discusses the possibility 
that there is a hierarchy of stressors, each level elicit- 
ing different adaptive reactions; more severe stress, 
such as a shock, can obliviate reaction to less severe 
stress. Sargant [34] reaffirms the value of shock in 
treating inhibitory neuroses—e.g. hysterical blindness 
has been cured by a sudden loud clap of thunder; 
susto can be cured by comparable, although deliber- 
ate, shocks. Sargant also provides a basis for the folk 
belief that susto is much more easily curable in its 
early stages, and later becomes in some cases almost 
impossible to cure. Recently implanted patterns of be- 
havior are ordinarily extinguished by sufficient stress, 
but longer-held patterns are much more tenacious. 
Selye [35] discusses another method besides shock 
to relieve disease; complete rest gives the body time 
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to “forget” stereotyped somatic reactions to stress. 
These are precisely the two strategies employed with 
success by folk healers of susto, as I will illustrate 
below. 

An examination of some of the many traditional 
susto cures provides support and clarification for 
viewing susto as a disease of adaptation with impor- 
tant psychological and cultural components. In the 
Peruvian coastal town of Moche the cure for susto 
involves complete relaxation: the healer uses heat, 
massage, smoking the body, and sweating; after treat- 
ment the patient must remain in bed a day and 
observe dietary restrictions, which may have some 
effect on metabolism and further help the body “for- 
get” the stereotpyed susto reaction. More commonly, 
relaxation is combined with some kind of shock or 
drug treatment to induce a state of hypersuggestibility 
and restore normalcy. In the Peruvian jungle town 
of Iquitos susto may be treated with the hallucinogen 
ayahuasca; the Mazatec Indians of Oaxaca, Mexico 
use psychotropic mushrooms. Among Mexican-Amer- 
icans in Texas there are two curing procedures for 
susto. In the first, the patient lies on the floor with 
arms outstretched to resemble a cross, the body is 
swept with the branch of a herb, the curer prays in 
calm quiet tones, and the patient calls out for his 
soul to return. Sometime during the calm-enveloped 
treatment a sudden sputter of liquid, either water or 
liquor, is emitted from the mouth of the healer, shock- 
ing the patient and bathing him about the face. In 
the second procedure, the patient is also swept with 
a branch, and then led to a fire where cold liquid 
is poured into a red-hot copper pot. The hiss given 
off supposedly frightens the patient terribly, causing 
him to leap back, shriek, and shudder. 

One cure reported by Gillin [36] from Guatemala 
involved a most profound physical shock. In its initial 
stages, the cure involved a cathartic recitation of trou- 
bles, massage with eggs, and some magical incan- 
tations and ceremonies. After many hours, the curer 
subjected the patient to a great cold stimulus. He 
drenched her with alcohol as she stood naked and 
shivering in the chilly night air. Following this, the 
woman developed a severe fever and was confined 
to bed for days. When she recovered from the fever, 
all the symptoms of susto had disappeared. In this 
case the ambiguous nature of stress and illness is very 
clear; a severe shock and illness cured an illness in- 
duced by an initial shock—in this case, susto was 
attributed to the woman’s husband hitting her with 
a rock after she nagged him about his unfaithfulness. 

These cures are not merely physiological, however; 
in all of them the patient receives social support, 
attention, and reassurance, as well as someone to dis- 
cuss his or her problems with. The therapeutic value 
of this cannot be doubted. Thus, traditional cures 
recognize and alleviate both the physiological and 
psychological dimensions of susto. Frank [37] empha- 
sizes the psychological aspects of such cures for 
various illnesses; he cites cases of people afflicted with 
different severe diseases aided by a faith healer they 
never even saw but were led to believe in. Measures 
which combat anxiety and arouse hope can have cur- 
ative power in themselves; a patient’s expectations 
have been shown to affect physiological responses so 
powerfully as even to reverse the pharmacological 


KLEIN 


action of a drug. There is no doubt that much of 
the effectiveness of susto cures resides in the fact that 
there is great cultural and individual expectation that 
they will succeed. Yet recognizing the cultural and 
psychological bases for susto cures should not belittle 
the physiological effectiveness of the methods 
employed; all three dimensions interact in healing to 
combat the symptoms, which are alleviated in most 
cases. 


OTHER DIMENSIONS OF SUSTO 


With a more basic understanding of the nature of 
susto, it is now possible to examine the cultural and 
sociological aspects of this disease more closely. In 
interpreting some data on susto collected in Mexico, 
O’Nell [38] sees a dilemma in the presence both of 
an indigenous explanatory system for the disease 
(fright) and a sociai explanatory system (role stress 
theory), since both explanations seem to contain at 
least some elements of validity. He attempts to 
demonstrate a convergence of these explanations by 
examining the timing of the disease in relation to the 
fright generally recognized as its cause. In some cases 
there may be a lapse of a year or more between the 
specific fright and the disease itself, especially when 
the disease is attributed to nonhuman factors. In this 
case, according to O’Nell, an individual experiencing 
role stress withdraws into the sick role, and the inci- 
dent chosen by the victim as the precipitating fright 
constitutes a representational focus, symbolic of his 
or her personal experience of role stress. However, 
symptoms of susto are likely to develop immediately 
when human factors are responsible for the disease. 
In this case the victim also develops susto concur- 
rently with role stress. The individual experiences 
conflict between his hostile impulses and the cultural 
norms of being a responsible, nonviolent individual; 
role stress relates to the very general role of being 
a Zapotec. 

A number of O’Nell’s insights are quite valuable. 
As he points out, the need for self-control can be 
quite a significant source of stress. In fact, such cultur- 
ally-imposed self-control can be the source of help- 
lessness to act and remove the stress; I have discussed 
the importance of such a helpless state in the etiology 
of susto. We know little about how the effects of stress 
may be delayed, although they often are in the stress 
response syndrome [39]. In cases where there is a 
large gap between the diagnosed cause and the onset 
of susto, it is possible that the stress is chronic, and 
the precipitating fright is related in a symbolic way 
to the chronic stress. It is also possible that conscious 
or unconscious reflection on a severe fright may 
evoke strong emotions and physiological reactions 
even some time after the incident; in fact, it is possible 
that physiological reactions may prove beneficial in 
the actual danger situation (e.g. where one is faced 
with a wild animal) but harmful in later mental 
reenactments of the incident. Other possibilities are 
that the more recent cause of susto is repressed (the 
earlier one being easier to deal with), or that the “par- 
adoxical phase” of transmarginal inhibition leads to 
a severe response to mundane events. 

However, in attempting an exclusively sociological 
explanation of susto, O’Nell [40] plays down the 
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physiological aspects of the disease. He excludes in- 
stances of susto among those younger than age fifteen 
from these data; these are precisely the people among 
whom cultural factors may play an attenuated part 
in the disease. This exclusion makes his explanation 
necessarily incomplete. He does not attempt to 
explain those cases where susto follows immediately 
from a nonhuman source of fright. An exclusively 
sociological framework cannot account for the 
specific symptoms of susto, how role stress leads to 
any organic effect, or why the treatment is effective. 
O’Nell provides no general framework for relating 
susto to the many other Latin American “folk” dis- 
eases. Moreover, his explanation is too culturally 
specific; susto is present also in communities where 
nonviolence is not such a strong norm and where 
hostility can be more readily expressed. If susto is 
understood as a disease of adaptation, these problems 
are resolved. The stress precipitating the illness can 
take many forms; the primary form is fright, but role 
stress and the need to control hostile impulses may 
also play a part. The sources of stress interact with 
each other and with other psychological, cultural, and 
physiological factors. 

There are many other Latin-American “folk” dis- 
eases, which I would prefer to call culturally-specific 
diseases of adaptation. In Latin America, health is 
conceived as an equilibrium state with a balance of 
hot and cold [41,42]. As I have already shown, there 
is a definite physiological basis for the “folk” belief 
that health is an equilibrium state in which opposing 
forces are balanced. This framework provides a model 
not only for understanding illness, but for curing it 
as well; the insight that equilibrium and tension of 
opposing forces are involved in health and disease 
is certainly profound. 


OTHER DISEASES OF ADAPTATION 
RELATED TO FRIGHT 


It seems that the reaction to fear is not entirely 
a physiological given, but is subject to psychological 
and cultural forces. An examination of ghost-sickness, 
another disease resulting from fright, among the 
Comanche Indians will illustrate this point. The 
symptoms of ghost-sickness are contortions of the 
facial muscles, paralysis of the hands and arms in 
some instances, and excessive salivation and watering 
of the eyes; the disease is induced by severe fright 
when an Indian confronts a ghost alone at night. 
Jones [43], who investigated this disease, identifies 
it as Bell’s palsy, which may be related in part to 
hyperventilation, which in turn may result from fear. 
The cure for ghost-sickness is similar to many susto 
cures and treats both physiological and psychological 
dimensions of the disease. Susto and ghost-sickness 
are brought on by similar emotions, but have greatly 
different symptoms. Perhaps when afraid Comanches 
tend to hyperventilate, while Spanish-Americans do 
not due to differences in their upbringing and style 
of life. Another possibility is that in a state of hyper- 
suggestible transmarginal inhibition induced by fear, 
the victim adopts whatever symptoms of maladap- 
tation to fright are culturally recognized. 

Voodoo death is a disease of fright which is by 
definition fatal, but which can be cured. In its early 


stages, some of the symptoms of voodoo death, such 
as refusal of food and listlessness, are similar to those 
of susto. As in ghost-sickness, the source of fear in 
voodoo death is always a cultural concept, in this 
case often bone-pointing or other witchcraft. If un- 
cured, both susto and ghost-sickness may result in 
death; this raises the possibility that, physiologically, 
voodoo death is an accelerated and aggrevated pro- 
cess basically similar to the others. Lex [44] and Can- 
non [45] discuss the physiological bases for voodoo 
death. Although they conflict on the specifics, both 
agree that an emotional state brought on by fear that 
is culturally produced might induce physiological 
changes resulting in death. Practitioners of witchcraft 
may manipulate the autonomic nervous systems of 
others to both cause death and effect a cure. 

Strong support for regarding susto as a disease of 
adaptation is provided by examining reactions to 
fright in American culture, where no culturally- 
specified illness which needs treatment is assumed to 
result from fright. Even in the absence of such cultural 
guidelines, Americans often react maladaptively to 
fright, and the symptoms they develop often bear a 
close resemblance to those of susto. Seligman [46] 
discusses the effect of a severe Los Angeles earth- 
quake on a child, typical of many others, who lived 
through the experience. Three years after the earth- 
quake the child was timid and jumpy, slight, terrified 
of unexpected sounds, had trouble getting to sleep, 
and had light and restless sleep. The resemblance of 
this syndrome to Clark’s [47] description of susto in 
children is striking. 

“Operational fatigue” among American flyers in 
World War II was also similar to susto in both diag- 
nosed cause (fearful trauma) and symptoms, suggest- 
ing some similar physiological basis for the two syn- 
dromes. The major signs of “operational fatigue”, as 
described by Grinker and Spiegel [48], included sleep 
disturbances, appetite reduction, nausea and vomit- 


ing, diarrhea, headache, muscle ache and tremor, and 
asocial or even bizarre behavior, including irritability, 
More- 


could not 


depression, seclusiveness, and forgetfulness. 
over, “operational fatigue”, like 
usually be cured simply by removing the initial source 
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of stress. The symptoms could usually be alleviated 
treatment, which often involved an altered 
narcosyn- 


only by 


state of consciousness in the process of 


thesis 


CONCLUSION 


There are large cultural differences in the specific 
forms of expression of psychophysiological processes 
The above discussion of diseases of fright in general, 
and of susto in particular, illustrates that diseases of 
adaptation are very much dependent on culture for 
their genesis, form, content, severity, significance, 
treatment, recognition, and physiological and psycho- 
logical substrates. In a complex feedback system cul- 
ture has both direct and indirect effects on diseases 
of adaptation, which in turn influence the culture. 
Diseases of adaptation can be associated with any 
strong emotion or stressful situation, not just with 
fright. The concept of diseases of adaptation can be 
very useful in the anthropological understanding of 
many “folk” diseases and healing rituals. The full im- 
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portance and force of culture can best be understood 
in the light of its interactions with human biology. 
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Abstract 


low-altitude migrants and high-altitude migrants, al 


and PAu! 


A health questionnaire was given to three populations of Peruvians 
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University Park, PA 16802. | 


Ow-< 
led 


| of whom resided in the same | 


Estimates of health were computed for each individual by summing the number 


in the questionnaire 


In general, male and female high-altitude migrants reported more symptoms than 
sedentes. Female low-altitude migrants also reported more symptoms than did female 
virtually no differences between male low-altitude migrants 


there were 


numbers of days ill and the inability to work due 


physical and cultural environments which are 


affected than low-altitude migrants because of t! 
from high to low altitude 


Specifically male high-altitude migrants reported 


both males and females reported significantly gt 
the source of the former difference is unclear, 1 


is a result of biological adaptations to high 


The study of migrant human populations while intrin- 
sically interesting because of the high worldwide 
migration rates is also emerging as a major methodol- 
ogy for studying the causes of biological variation 
among human populations [1,2]. The study of high- 
altitude migrants, low-altitude migrants and sedentes 
(natives in the migrant receiving area) in Southern 
Peru provided considerable insight into the effects of 
altitude and migration on fertility[3,4]. In the 
present study we have analyzed health questionnaires 
from the same populations in order to determine the 
effects of environmental change on some 
health. 

While the social and demographic causes and con 
sequences of migration have been extensively stud- 
ied [5, 6], 
have been very poorly explored. Such studies as have 


been completed are almost always concerned with 


aspects ol 


the consequences of migration to health 


migrants who move from poor or peasant living con- 
ditions into modern urban situations [7-9]. These 
studies not surprisingly often show an overall im- 


provement of health although selected disease fre- 
quencies may rise and evidence of increased psycho- 
logical stress is often reported [8-12]. Although such 
selected migration has led to health improvements, 
it has been argued that theoretically the process of 
migration as such should not improve health [7]. In- 
stead a general health decline should occur with the 
specific nature of the health alteration determined by 
the overall natural and cultural environment change 
related to the migration. 

In the southern Peruvian coast a large immigration 
has been occurring for over 20 years bringing people 
from both the adjoining high-altitude and medium-to- 
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SAMPLING AND TECHNIQUES 


(lations 


The populations studied in the Tambo Val 
] Il ri or . ; f +} 
ley, a Small river the coast of Sout 
nearly 


valley located o1 
ern Pert nearly 7km wide at its mouth, 
but rapidly narrows to 1-2 km in width. In 1970 the 
valley I population of approximately 
12,000 and had an economy based 

primarily the production of 


The valley is 


supported a 
on intensive irriga- 
tion agriculture, sugar 
cane and rice 

The majority of the valley’s population reside in 
the several communities scattered throughout the val- 
ley. The largest of these, the town of Cocachacra, has 
a population of 2500. The majority of the population 
is lower socioeconomic class agricultural laborers, 
although there is also a small middle class composed 
of local government officials, administrators, and mer- 


chants. 
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Although the valley has been inhabited for several 
thousand years, the population has grown rapidly 
only in the past 30 years because of massive immi- 
gration. Presently, approximately 50°, of the popula- 
tion are migrants. Many of these individuals have 
come from the highlands of Southern Peru (areas 
having altitudes of more than 3000 m), while others 
have come from low- or medium-altitude regions. 

The immigrants have, for the most part, mixed with 
the local population and reside throughout the valley, 
although there is a tendency for migrants from the 
same area to live close to one another. A nutritional 
survey indicated that both natives and migrants have 
similar diets [13] 

Medical facilities within the valley are quite limited, 
although slightly better than in most rural high-alti- 
tude regions. Employees of a large agricultural co- 


operative have access to its resident doctor, while the 


remainder of the population have no regular access 
to a physician. At the time of the study, the nearest 
doctor (other than that of the cooperative) and the 
nearest hospital were located in the seaport of Mol- 
lendo, 70km to the north. Local residents can and 
do occasionally travel there for treatment. 


Sampling 


A health questionnaire was administered to a total. 


of 325 adults randomly selected from the lower 


socioeconomic class. Individuals were chosen using 
a stratified random sampling procedure. While special 


efforts were taken to obtain appropriate numbers of 


individuals from each of the three subpopulations, 
within each subpopulation individuals were selected 
at random. After completion of the interviews indivi- 
duals were classified in one of the following cate- 
gories: 

Low-altitude sedentes (LAS) 
born in the valley and who had lived all of their lives 
there. 

Low-altitude migrants (LAM)—individuals 
were born and spent their premigratory lives outside 
of the Tambo Valley in another location lower than 
2500 m. 

High-altitude migrants (HAM) —individuals 
were born and spent their premigratory lives at alti- 
tudes of 3000m or more (no one interviewed had 
been born between 2500 and 3000 m) and who-had 
migrated into the valley during or after adolescence. 

The altitude of 2500m was used as the dividing 
line between high and low altitude because it rep- 
resents a significant inflection point in the oxygen dis- 
association curve [ 14]. 

The size of the various samples is provided in Table 
1. There are almost twice as many females as males 
in each sample due to the fact that most of the inter- 
views were given during the day when males were 
often at work. 

Although the samples were selected from a fairly 
homogeneous population in respect to socioeconomic 
characteristics, the samples did differ somewhat with 
respect to certain biological and social characteristics, 
including age composition, length of residence in the 
valley, language, literacy and education. 

The mean age and standard deviations for the 
samples are provided in Table 1. In general, the high- 
altitude migrants were younger than were the low- 


individuals who were 


who 


who 


Table 1. Mean age and mean length of residence of males 
and females in the sample population 


Males Females 
LAS LAM HAM LAS LAM HAM 
Sample 
size (N) 30 
Age Mean 39.8 
SD. 16:3 
N 30 
Length of Mean 
residence S.D 
\ 


altitude sedentes and migrants. However, statistical 
analysis of the age differences indicated that they were 
not significant. Among the females the low-altitude 
migrants were significantly older (0.05 level) than the 
high-altitude migrants. 

The age composition of the samples is also graphi- 
cally described in the sex-age pyramids provided in 
Fig. 1. Examination of the figure indicates that the 
major differences between the samples are the smaller 
numbers of individuals 50 or more years of ag 
the high-altitude migrant samples. 

While the sedentes had lived all of their lives in 
the valley, the migrants had resided in the valley vary- 
ing lengths of time. Table | also gives the mean length 
of residence and the standard deviation for the 
migrants. The low-altitude migrant sample had 
resided in the valley for a longer period of time than 
the high-altitude migrant sample. The difference was 
significant at the 0.05 level for females. 

There were also significant differences between the 
samples in terms of their language, literacy, and edu- 
cational characteristics. Although all individuals in- 
terviewed spoke Spanish, there were distinct differ- 
ences between the samples with respect to the first 
language learned (see Table 2). While nearly all low- 
altitude sedentes and low-altitude migrants learned 
Spanish, almost all high-altitude migrants learned one 
of two Indian languages—Aymara or Quechua. 

Low altitude sedentes 


Low altitude 
— —— High altitude migrants 


migrants 


Age group 


% of all males in sample % of all females in sample 


Fig. 1. Age-sex composition of the samples. 
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Table 2. Sociocultural characteristics of the respondents 


Single 20.0 
Married 74.4 
Divorced or widowed 6.6 


Quechua 0.0 
Aymara 3 
Spanish 96.7 
Unknown 


Reading and writing skills 


None 

1-3 years 

4-6 years 

7 years or more 


Nearly all low-altitude sedentes, both males and 
females, had some reading and writing skills (see 
Table 2), as did the majority of male high-altitude 
migrants and female low-altitude migrants. However, 
only one-third of the female high-altitude migrants 
had such skills. 

As shown in Table 2, with respect to education, 
the high-altitude migrants had, in general, fewer years 
of schooling than their low-altitude counterparts 


The health questionnaire 


The health of the individuals 
through the use of a health questionnaire. This tech- 
nique was selected because past research has repeat- 
edly indicated that such questionnaires yield more in- 
formation on symptoms and a better presumptive 
diagnosis than that obtained from most clinical his- 
tories taken by physicians [15-17]. Questionnaires 
provide fairly accurate health profiles at a population 
level ana allow the isolation of specific body systems 
which are under stress through the identification of 
constellations of symptoms. Finally have 
shown health questionnaires to be a valid epidemiolo- 
gical tool with which to make quantifiable estimates 
of health, which with some limitations, can be used 
to compare populations or different components of 
a population [15]. 

The questionnaire used in the present study was 
basically compiled from the Cornell Medical Index 
and the Kaiser-Permanente Medical Questionnaire 
and adapted for use in Spanish and Quechua by 
Way [18] and further modified by the present authors 
by the addition of questions on the use of local health 
care facilities. 

The questionnaire was composed of two parts. The 
first consisted of a series of questions concerning age, 
place of birth, migration history, occupation, marital 


was evaluated 


studies 


status, etc., and several questions related to use of 


medical and health care facilities. The second part 
consisted of nearly 140 questions related to various 
symptoms of physical or emotional ill health. These 
questions were to be answered with a yes or no, a 
positive response indicating the presence of a symp- 
tom. 


Males 
LAM HAM LAS 
(4) (4) Ca 


Females 
LAM 


HAM 


Marital Status 


7.4 


889g 


() () 
0.0 


100.0 


In order to the health statuses of the 


samples and to determine which, if any, body systems 


compare 


were being stressed, a series of symptoms indexes was 


computed. The series was developed by summing all 


positive responses within appropriate categories 


more sympto subject reported, the 
> index. The indexes which were computed 
below, along with the number of questions 


upon which each index was based 


Inde) 
1G A 

General symptom 
Miscellaneous di 
Allergies 


Since the indexe 
used to describe 
Statistical differ- 


ences between samples were tested using the Kruskal 


ordinal, the median scores have been 


the various indexes for the samples 
Wallis statistic, a nonparametric test, analogous to 


analysis of variance but for use with ordinal 
data [19]. It should be noted that the number of ques- 
tions in a given category can affect the likelihood of 
obtaining statistically significant results. Thus, the 
levels of statistical significance should be interpreted 
with caution. 


RESULTS 
Utilization of local health care facilities 


The responses to questions on use of local health 
care facilities are summarized in Fig. 2 which shows 
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doctor 


seen 


ave 


Females 


Fig 


the percentage of each sample who had seen a doctor 
in the past month, and those who had ever been hos- 
There between the 
samples with respect to treatment by a doctor in the 
month. While the male 
doctor slightly more often than did the low- 


pitalized were few differences 


past low-altitude sedentes 
visited a 
or high-altitude migrants. the differences were not 


Statistically significant. There were virtually no differ- 


ences between the females 
The data on hospitalization indicate that more low- 


altitude migrants, both males and females. had been 


in 
hospitalized than had high-altitude migrants or low- 


altitude sedentes. However, the differences were pri- 


marily due to hospitalizations which occurred five or 
more years ago and probably do not reflect differ- 


n present health. In terms of hospitalizations 


12 months there were no differences 


among the females, while among males more low- 


and high-altitude migrants had been hospitalized than 


had sedentes 


(Cu (CSS 


The 


illness: how many days they had been ill in the past 


respondents were also questioned about recent 


month and how many days they had been too ill 


A2-7 days 


weeks 


in past month 


% ill 
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Health 
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care utilization 

to work. Their responses are summarized in Fig. 3. 
With respect to illness in the past month, among the 
males. the low-altitude and low-altitude 
migrants were quite similar, approximately one-third 
had been ill for at least one day. In contrast almost 


sedentes 


one-half of the high-altitude migrants had been ill. 
[his difference was mainly due to a higher percentage 
of high-altitude migrants who reported being sick for 
two or more weeks. The pattern for the females was 
somewhat different from that of the males. Approxi- 
mately 40°., of the sedentes had been ill at least one 
day during the past month, while approximately 55°, 
of both the high- and low-altitude migrants reported 
being ill. In contrast to the males, the main source 
of difference between the groups was an increased 
proportion of migrant women who reported being ill 
for only one day 

Responses on the number of days too ill to work 
were generally similar to the number of days reported 
ill, although the length of time missed from work 
varied in pattern from days ill. Approximately 55° 

the low-altitude sedente and migrant males and 
65°, of the high-altitude migrant males reported being 
too ill to work for at least one day during the past 
month. In all three cases the majority of individuals 


a 


Males Females 


. 3. Reported illness and its effect on work attendance over a one-month period. 
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Table 3. 


Males 


Index LAS 


General 4.1 4.0 
Allergies 0.9 1.2 
Miscellaneous diseases 1.4 1.4 
Eyes, ears and nose 4.4 
Respiratory 

Cardiovascular 

Gastrointestinal 

Genitourinary 

Genital 

Nervous 

Metabolic 

Emotional 


Total Symptoms 


Mean age 
N 


* Statistical significance of differences betw 


had been too ill to work for just one day, although 
about an equal number of low-altitude migrants 
reported missing work for two or more days. Among 
the females 50°, of the low-altitude sedentes and 70 
of the high-altitude migrants and 
migrants were too ill to work for at least one day 
during the month. The main source of these differ- 
ences was an increased proportion of women who 
missed work for one day among the migrants 


low-altitude 


Symptoms indexes 

Median indexes for each system plus the median 
total symptoms index for each sample are presented 
in Table 3. With respect to the males, the median 


Respiratory 
index 


Nervous index 


Fig. 4. Percentage of male samples reporting 50°, 
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Median symptoms indexes 


Females 

Sig.* LAS LAM HAM 
n.s t 4.0 3 
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Sig.* 
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0.0001 
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ample distributions 


indexes of the high-altitude migrants were greater 
than those of the two low-altitude samples. The high- 
altitude migrants had significantly higher respiratory, 
cardiovascular, gastrointestinal, genitourinary, ner- 
vous, emotional, and total symptoms indexes. In par- 
ticular, the differences for gastrointestinal, emotional, 

highly sig- 
the 


were 


total health, and respiratory indexes were 
(at 0.005 level). In 


high-altitude 


nificant the these instances 


median for the males 
nearly twice those of the other two samples. 
Examination of the correlation between the number 
of more serious symptoms (coughing up blood daily 
the index 


with 


score, 


index 


x| 

1] my 

vs coughing occasionally), and 
showed that those individuals 
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Gastrointestinal 
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Emotional index 


or more of symptoms. 
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Or- Females 
HAM 


Total symptom al symptom 


maex 


Percentage of samples reporting 50°, or more of 


total symptoms 


Fig. 5 


scores reported significantly more serious symptoms. 
Figure 4 presents the percentage of individuals in 
each sample who indicated the presence of at least 
half of the symptoms for any specific index. Only 
those indexes for which there were statistically signifi- 
cant differences are shown. In all six cases, a greater 
percentage of the highland migrants than of either 
lowland group had high index scores. 

The same general pattern was apparent in the 
medians for the total symptoms indexes (see Table 
3). The median score for both low-altitude groups was 
approximately 35, while the median index for the 
high-altitude migrants was slightly more than 50. The 
samples were significantly different at the 0.001 level. 


Respirator y 


Eyes, ears and 
index 


nose index 
Fig. 6. Percentage of female samples reporting 50°, or 
more of symptoms. 


Comparison of the percentage of individuals with 
high total symptoms index scores indicates that a 
much higher percentage of high-altitude natives than 
low-altitude migrants or sedentes had scores of 65 
or more (see Fig. 5) 

For the females a slightly different pattern was 
apparent. The median indexes for both migrant 
groups, highlanders and lowlanders, were quite simi- 
lar and somewhat greater than those for the sedentes. 
The differences were, however, not as great as among 
the males. Statistical analysis indicated that the distri- 
butions of index scores were significantly different for 
the three groups in only two cases: eyes, ears and 
nose, and respiratory. In the latter instance the high- 


Table 4. Median symptoms indexes by age 
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< 0.01 
n.s. 


Mean age 5-35 : 275 
: 47.9 
N So 13 
15 


* Statistical significance of differences between sample distributions. 
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altitude migrants had a median index more than twice 
that of the sedentes, while low-altitude migrants had 
an intermediate value. Examination of the distribu- 
tion of index scores for the respiratory and eyes, ears 
and nose symptoms indicated that a greater percent- 
age of high-altitude and low-altitude migrants 
reported having at least one-half of the symptoms (see 
Fig. 6). 

The total symptoms indexes showed a similar pat- 
tern. The two migrant groups has similar total in- 
dexes, approximately 58, while the median score for 
the sedentes was somewhat lower, 48. The differences 
were significant at the 0.05 level. Examination of the 
distribution of the total symptoms index scores for 
the three samples indicated that a considerable 
greater percentage of migrants, both highland and 
lowland, than sedentes had total symptoms indexes 


of 70 or more (see Fig. 5). 


Indexes and age 

Since there were differences in the age composition 
of the samples, particularly for the females, and 
because other research had shown a significant posi- 
tive correlation between symptoms indexes and age, 
the samples were subdivided into two age groups 
individuals 15 through 35 years of age, and indivi- 
duals 36 or more years of age. and each group was 
analyzed separately. The results of this analysis are 
presented in Table 4 

Among the males, the median indexes for the low- 
altitude migrants and low-altitude sedentes were 
generally similar and somewhat lower than those of 
the high-altitude migrants. The size of the differences 
was greater among the lower age groups than among 
the older. Statistical analysis indicated significant dif- 
ferences between the samples for 8 of the 12 symp- 
toms indexes for the younger groups: such differences 
of the 12 indexes for the older 
age group. In all cases where there were significant 
high-altitude 


occurred in only 2 


differences between the samples the 
migrants has much higher medians than did the two 
low-altitude samples. In many instances, particularly 
for the younger individuals, the median symptoms in- 
dexes for the highlanders were nearly double the 
medians of either lowland group. 

In general when comparisons were made of the two 
age groups in the low-altitude migrant and sedente 
were 
How- 


sample. the medians of the older age group 
higher than those of the younger individuals 
ever, for the high-altitude migrants, the medians of 
the older individuals were equal or lower than those 
of the younger high-altitude migrants. 

The differences in individual symptoms indexes are 
also reflected in the data on total symptoms indexes 
The younger high-altitude migrants had a median 
total symptoms index nearly twice that of the lowland 
migrants and lowland sedentes. (The groups were sig- 
nificantly different from one another at the 0.01 level.) 
Although the median score for the older group of 
high-altitude migrants was higher than those of the 
other two groups, the differences were not as great 
and were not significantly different. 

Within-sample comparisons of the median total 
symptoms indexes of both age groups indicate that 
the medians for the older low-altitude sedentes and 
low-altitude migrants were approximately 10 points 
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greater than for the younger individuals from the 
same altitudes, while among the high-altitude 
migrants, the older age group had a median several 
points lower than that of the younger age group. 
The data for the females show a somewhat different 
pattern. The high-altitude migrants in general had 
higher medians than did the low-altitude sedentes. 
For the younger age group, the low-altitude migrants 
tended to have medians which were intermediate, 
while for the older age groups, the median scores of 
the low-altitude migrants were similar to those of the 
high-altitude migrants. (It should be noted, however. 
over 50 years 


that because there are fewer women 


of age in the high-altitude migrant sample, the mean 
age of the high-altitude migrants was some 10 years 


younger than that of the low-altitude 
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terns do appear in the data 
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migrants generally had higher median inde 

did the low-altitude migrants, the differences between 


the 


than 


the two samples being greater for the recent arrivals. 


When each migrant sample was considered separately 
and the two resident groups within each sample com- 
pared, among the low-altitude migrants the long-term 
residents generally had higher median indexes than 
did the recent arrivals, while the reverse was true for 
the highlanders. This difference was also evident in 
total symptoms indexes. The 
low-altitude migrants had a 


the medians for the 
long-term resident 
median total symptoms index which was 6 points 


James S. Dutt and PAuL T. BAKER 


Table 5. Median symptom indexes for migrants according to length of residence 


Years 
residence 
in valley 


Index 

Pesci bisa: i 
Allergies 
Miscellaneous diseases 
Eyes, ears and nose 
Respiratory 
Cardiovasculat 
Gastrointestinal 


Genitourinary 


of the recent arrivals, while the 
long-term resident high-altitude 
} 


ly 7 points less than that of the 


greater than that 
median for the 
migrants was neal 
recent arrivals 
Between-sample comparisons of the females show 
the high-altitude migrants to have generally greater 
median indexes for both residence groups, although 
the differences were not as great as among the males. 
This true for the low-altitude migrants. 
Within-sample comparisons indicate that among both 
migrant samples, the median indexes for the long- 
term residents were generally greater than those of 


was also 


the recent arrivals. The differences were greater for 
the low-altitude females. This pattern is also seen in 
the median total symptoms indexes. Among the low- 
altitude migrants the median total symptoms index 
for the long-term residents was 12 points greater than 
the median index for the recent arrivals. Among the 
highlanders, the difference between the medians was 
only some 6 points. 

Although, as previously noted, the sample sizes 
were small and, therefore, there were few significant 
differences between the groups, there were some strik- 
ing differences between indexes in a few cases. The 
most notable of these occurred for the respiratory in- 
dex. In both sexes, the median respiratory index for 
the high-altitude migrants was approximately 9, indi- 
cating that approximately 50°, of the high-altitude 
migrants reported having one-half or more of all res- 
piratory symptoms. Furthermore, among _high-alti- 
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tude migrants there were no differences between resi- 
dence groups for the index. The values for the low- 
altitude migrants were approximately one-half those 
of the high-altitude migrants. 

In addition, high-altitude migrant males who had 
lived in the valley for less than five years showed 
a significantly greater number of gastrointestinal 
symptoms than did the low-altitude counterparts. 
This difference was not seen in the long-term resi- 
dents. The median index for long-term resident high- 
altitude migrants was much lower than that of the 
recent arrivals and similar to the median index of 
the long-term resident low-altitude migrants. 


DISCUSSION 


The use of questionnaires, the sampling method, 
and the significant differences in the educational level 
of the sample population lead to certain problems 
in the interpretation of the results. The use of symp- 
tom questionnaires on a poorly educated population 
may certainly be questioned as a method. However, 
Way’s (1972) study of a poorly educated population 
comparing the utility of a physical examination in 
contrast to the questionnaire indicated that the ques- 
tionnaire is as valid in health diagnosis as a physical 
examiation. These results are similar to findings for 
literate populations. 


Environment, migration and health in Southern Peru 


The fact that the information was collected in 
homes often during normal working hours clearly in- 
dicates the need for extreme caution in interpreting 
the differences between the sexes in questionnaire re- 
sponses. Since a much larger percentage of males 
work away from the home than females, it is probable 
that the sample contains a larger percentage of males 
who were ill than females. Nevertheless, there seems 
no reason to assume that this sampling procedure 
would have produced a higher percentage of ill males 
in one vs another of the three male samples. 

Finally, the high-altitude sample was clearly less 
educated than the sedentes or low-altitude migrants. 
To what extent this may have affected questionnaire 
response is not clear. 

However, very few of the individuals in any of the 
subpopulations had formal education beyond the first 
five years of “primerio” education of Peru. Studies 
of other behavioral aspects such as fertility suggest 
that educational experience at this lower level has 
little effect on social perceptions [20]. Therefore, these 
differences may have had very little effect, particularly 
since the samples were all drawn from the lower class 
and our questionnaire results show that the groups 
made similar use of the health care facilities available 


Overall differences 

Based on the total symptoms indexes migrants had 
more symptoms than sedentes, even when age and 
length of residence were controlled for. That these 
differences reflected a real feeling of malaise was sup- 
ported by the finding that reported days of illness 
and inability to work paralleled the differences in 
reported symptoms. While this suggests that in at 
least this situation migrants are less healthy than 
sedentes, the sex of the migrant, his age and place 
of origin all affect the health of the migrant. Thus, 
males migrating from similar environments show no 
significant differences from sedentes but females mi- 
grating from a similar environment appear to have 
more symptoms. Both female samples tend to have 
more symptoms than comparable males in spite of 
the sample bias previously discussed, but female 
migrants from high altitude seem to show less differ- 
ence from the lowlanders than the males. Finally, the 
data suggest that older high-altitude migrants and 
ones who were long-term residents show less differ- 
ence from the sedentes than recent young migrants 

When one examines the causes for these differences 
a number of contributing factors may be suggested: 

(1). The living conditions of the three groups may 
differ. This seems of minor importance since health 
care utilization was similar, our survey of 
showed no significant differences [13] and we could 
detect no differences in housing. 

(2). The health of the migrants, particularly the 
high-altitude ones, may have been worse than that 
of the sedentes prior to migration. This may be a 
significant contributor since a small sample study by 
Way suggested that the high-altitude migrants in this 
valley report symptomology levels similar to those 
he found for people in the high-altitude district of 
Nunoa. However, it is a general rule that migrants 
are healthier than the general group they leave from 
and if there were differences in health prior to migra- 
tion it is difficult to suggest why high-altitude females 


diets 


and natural 


would have beer relatively so much healthier than 
the males while low-altitude migrant females were 
relatively less healthy than the males. 

(3). A change of physical and cultural environment 
may be detrimental to health and the more extreme 
the change the more serious the health loss will be. 
We feel this is an important contributor since it seems 
to best fit the results. However, we assume that still 
other causal factors contributed to the results, par- 
ticularly the precise effects of a given environment 
on physical and during 
growth. 


psychological processes 


Specific differences 

An examination of the population differences in the 
specific symptoms indexes does not encourage exten- 
sive speculation on the differences in disease patterns. 
he differences in the number and severity of the res- 
piratory high-altitude 
migrants and the 


between the 
lowland 


symptoms 


groups does suggest a 
specific difference in disease and this fits well with 
Monge’s earlier statement that high-altitude migrants 
were particularly prone to active tuberculosis [21, 22] 
The results also suggest that males in particular 
may suffer more gastrointestinal disease after migra- 
tion. This also fits expectations since the irrigational 
agriculture practiced in the Tambo Valley provides 
a more suitable environment for the spread of the 
diarrheal diseases than the dry high-altitude zones o1 
irrigation systems that support smaller populations 
found in most of the , 
Southern Peru 


The other differences in 


other lower altitude areas of 
reported symptomology 
he symptoms 


appear scattered throughout the indexes 
a generalized difference in malaise 


Suggesting to us 
probably attributable to psychosomatic responses to 
stress. Why this should apparently affect male high- 
altitude migrants much more strongly than female 
migrants cannot be deduced from our data but may 


be related to the 


males’ greater exposure to cultural 


: ; 
environmental differences in the work 


Situation or to an often suggested sex difference in 


ability to cope with stress 
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HOT COLD CLEAN POISON AND DIRT: 
CHINESE FOLK MEDICAL CATEGORIES* 


K ATHERINE 


School of Medicine, University 


Abstract—What is the relationship in the 1 


polarity (an application of the primary opposition ¢ 


dirt? Using fieldwork data and contemporary 
they appear in medicine, diet, sex, and folk 


suggested. 


(a) INTRODUCTION 


The question that prompted the writing of this paper 
can be stated quite simply, but it has led me to con- 
siderations that are far more complex than I would 
like. It is a question about Chinese folk medical cate- 
namely: What is the relationship between the 
categories hot and cold, which form a continuum 
between poles, and the categories clean, dirty and 
son? Hot/cold and clean/dirty may look 
be dyadic oppositions of the sort familiar in 
cosmology, perhaps manifestations of that 
polarity yin/yang. But we shall see that althou 
and cold are manifestations of yang and yin, the mix- 
ing of hot and cold doesn’t always result in harmony 
and we shall see that clean/dirty is probably 
manifestation of yang/yin. In any case, the categor 
poison resists assimilation to the world of dyadic 
oppositions. Interestingly, this dangerous and disease- 
related category includes sex, women’s functions, and 
anomalous foods, which are all bound 
objects of distrust. Though I shall rely on my own 
fieldwork in Taiwan and on the communications, 
written and verbal. of people who have worked in 
Taiwan, Hong Kong. and with classical texts. tl 
categories I discuss here are not limited to China 
I believe that much of what | 
astonishingly closely to India and, to a lesset 
to humoral doctrines in Mediterranean an 
American countries [2]. 

The first main part of the paper (b) contains a dis- 


} 


cussion of the yin-yang polarity and several related 


gories 


t the 
together as 


-4} > 
describe 


oppositions, including hot-cold. Part (c) is a discus 
sion of clean, poison, dirty, and sex 
approached through etymology and poison sorcery 
and then discussed as it appears today. 

Part (d) is an attempt to introduce order through 
possible hypotheses which explain the interrelations 
of hot. cold, clean, poison, and dirt. None of the hy- 
potheses seems to me entirely adequate, but I hope 


the effort may inspire or provoke improvements 


Poison is 


* An earlier version of this paper was presented at a 
conference on Anthropology in Taiwan, sponsored by the 
Joint Committee on Contemporary China of the Social 
Science Research Council and the American Council of 
Learned Societies, and held at Portsmouth NH on [8-25 
August, 1976. 
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YIN YANG POLARITIES 


constipated. Tho 


weight 


‘ | 
cold to tl 


Classes Ol 


close to the yin 

within more limited realms. For in 

sions are classed as sad (sang) or happy (/ysi). Natur- 
ally, funerals are sad; weddings. engagements. and 
births are happy [6]. Ahern has discussed the division 
of foods that marks these occasions and the fact that 


whereas in the physical human body. yang and yin 
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should be balanced, in the social body there is an 
attempt to increase the yang or happy occasions and 
decrease the yin or unhappy occasions [7]. 

Colors for clothing are classed as either su or hua. 
Clothes that are su are bland, somber, or neutral: 
blue, black, gray. saffron yellow, bronze, white. beige. 
tan, and brown. These colors are used in everyday 
life for school or military uniforms, for boys’ and 
men’s clothes, and for old people. Beige. white, and 
blue are worn by mourners [8]. Buddhists wear these 
colors at all times: Taoists wear black for minor 
rituals. Clothes which are red, orange, pink, yellow, 
purple, mauve, and brightly printed are considered 
hua. They are used for the clothing of babies, young 
girls, and particularly for young women in the period 
between engagement and marriage when they are dat- 
ing their future husbands. Bridal dresses used to be 
red. Now a white dress is worn for part of the cere- 
mony, but the bride usually changes into a dress of 
pink, red, orange. or purple during the feasting. Red. 
bright yellow and gold are worn by Taoists during 
ceremonies. Red is prophylactic: it protects against 
the pollution and danger of death. It is used for the 
foods, decorations. and envelopes of money sent at 
happy occasions 

A diet. as opposed to the individual foods which 
compose it. may be characterized by reference to 
another polarity, that between su and hun. A su diet 
is vegetarian. It is composed of fruits and vegetables. 
man) cold, and of baked and boiled 
grain. flour, and bean products which are balanced 
or even A su diet is defined by the omission 
ish, and dairy products, onions, garlic, and 
beverages. The hun diet is 
course. 


: = 
o! which are 


ol meat, f 

leeks, and of intoxicating 
one which includes these items. but not, of 
to the exclusion of other foods. Buddhists eat a su 
Though this is traced to the Buddhist avoidance 


the omission of certain vegetables alerts 


diet 
of killing. 
us to the fact that this 1s a diet of purification, in- 
tended to 
on Buddhism. but also on ancient Taoist diets which 
were designed to achieve immortality [9]. On the 
other hand. feasts where an excess of hot and hun 
foods are ingested are used to mark festive, happy 


reduce sexual desire. and based not only 


occasions and business deals 

There are some seldom used polarities still relevant 
to illness (see Table 1). Organs of the body may be 
classed as solid (tsang) or hollow (fu): the liver is solid, 
the stomach hollow. But many of the examples seem 
strange: lungs are solid, gallbladder is hollow, and 
contrary to my expectations, the solid organs are yin, 
the hollow ones yang [10]. A similar distinction, that 
of full and empty. applies to diseases. When I had 


asthma. people made a point to distinguish that 


Table | 


Yin Yang 


cold hot 
sad happy 
plain 
vegetarian 
solid (organs) 
empty full 
dry 


colored 
non-vegetarian 
hollow (organs) 


asthma with yin characteristics: wet. cold, empty, 
from that asthma with yang characteristics: dry, hot 
and full [11]. Wet (shih) and dry (kan) are character- 
istics that usually oppose one another and rarely need 
to be invoked since cold foods, like watermelon, are 
often wet, and hot foods, like bread or dried pork, 
are usually dry. However, shellfish in Hong Kong are 
largely hot and wet. [12, 13]. They are said to aggra- 
vate VD and they may be taken as aphrodisiacs. In 
my village shrimps were eaten deliberately to increase 
the secretion of pus in the smallpox vaccination sore 
and to increase the output of mothers’ milk. The doc- 
tors Topley consulted said that yin is cold, producing 
wet; yang Is hot, producing dry. Wet—hot is peculiar 
as it possesses opposing qualities. The logically poss- 
ible category of cold—dry seems not to occur. 


(c) CLEAN POISON DIRT AND SEX 


Clean (kan-ching), poison (tu), and dirt (tsang) each 
have ritual as well as mundane applications. The 
mundane meanings are those we would assign to or- 
dinary English contexts: clean clothes, dirty floor, and 
intrinsically things like insecticides. 
Chinese also recognize those meanings and dis- 
tinguish them clearly from the less usual contexts, 
some of which exist in English, e.g. clean hands and 
a pure heart. a dirty double crosser, dirty joke, poison 
pen letter etc. It is the non-mundane contexts that 


poisonous 


concern us 


1. Clean 

Clean is an attribute of some herbs, e.g. boa-chhau 
(Hokkien) [14], and of some special foods, such as 
honey, brown sugar, and sugar cane juice, which are 
frequently used with herbs for treatment but which 
occur elsewhere in the diet as well. Cleanliness, actual 
and ritual. is achieved in graduated steps by measures 
such as washing, washing with special purificatory 
herbs. internally taken herbal remedies or external 
poltices, to such extreme measures as fire walking, 
to cleanse a god and his retinue from a year’s ac- 
cumulation of ritual dirt or pollution [15]. Clean 
things seem to be used both against dirt and against 
poison. But when Seaman asked his P’u-li informants 
for oppositions, they constrated clean with dirty, but 
put poison in opposition to not-poison or to patching 
However, clean 


(pu) (building up the health) [17]. 
is being 


Many instances where poison 


occurs 1n 


treated 


2. Poison-et ymolog\ 

Unschuld’s analysis of studies of Chinese ety- 
mology and Chinese medicine demonstrates that from 
the beginning the term poison (tu) had a number of 
very different meanings, many of which do not hold 
the negative connotations which the word “poison” 
has in English [18]. According to the works he cites, 
from earliest times the word tu is phonetically associ- 
ated with characters meaning “overripe”, “to drop 
off”. and “pestilential illness”. Some of the ideo- 
graphic elements which may have made it up in ear- 
liest times include “knife”, “man without moral con- 
duct”, “tenacious creepers”, “sprouting — plants”, 
“snake”, “life”, and “negative”. Unschuld thinks 
“snake in the grass” is the best interpretation of the 


Hot cold clean poison and dirt 


original written forms. However, this character has 
been substituted, in ancient texts, for phonetically 
similar words meaning “nourish”, “ripen”, “cultivate”, 
“luxriant’, and “voluminous”. In contrast, in the 
Shih-ching and Shu-ching, tu has been used to mean 
“affliction”, “disaster”, and, in later centuries, in 
Buddhist texts, to refer to lasciviousness, stupidity, 
and hate (the “three poisons”). More concretely, it 
means “poison”, as it occurs in the contexts of arrow 
poison, snake-bite poison and food poisoning. 

The meanings Unschuld finds most significant are 
the pharmaceutical ones. Medicines (yao) were 
divided into those with no drug effect (wu tu), which 
are, in fact, foods taken to maintain health and nutri- 
tion, and those with drug effect (tu yao). which were 
used for acute curative treatment. In such contexts, 
tu referred to drug effectiveness (a potent drug was 
ta tu; a less potent one hsiao tu) and to drug side 
effects. 

This may seem like an amorphous collection of un- 
related meanings, but many of them come together 
again in the present day use of the concept 


3. Poison sorcery 
In searching through the literature for this topic 
I found that both De Groot [19] and a more 


kinds of sorcer\ 


recent 
writer, Edwin Allen, described certain ; 
related to poison [20]. The first of these is Ku poison 
or Ku sorcery. of which there are several types [23] 
The most often mentioned is created by putting 
numerous _ vile centipedes. 

spiders, serpents, frogs, lice, worms, etc., into a large 
jar and leaving them to devour one another 
that is left is the ku poison. From some descriptions 


creatures, SCOrpions, 


rhe one 
It seems one uses Its droppings as poison: 


the ku sounds more like a family pet 
goes out to work sorcery on enemies. De Groot de 


rained 


scribes golden caterpillars used as domesticated ku 
animals. Least harmful of ku were lo 

philtres that women made out of maggots an 

to control men and bring them to the women 

quarters. The ultimate of ku 

ranged from sexual power to control over the victim’s 


However. the symptoms 


poisons 


purpose poisoning 
wealth or political power! 
began with apathy, lasciviousness, and attraction 
women, though the condition often culminated 
death. Magicians could be hired to nerform ku magi 
or to counter It. 

Although ku sorcery made the performer wealthy 
it was very dangerous. For one thing, the lega 
punishment was death by slow slicing. Secondly. if 
the owner kept the ku animal too long, he would 
die young and without heirs. Hence one had to dis- 
pose of them. But killing a ku animal caused death 
given “in marriage” 


to the owner. Thus they were 
much as one gives in marriage a troublesome long- 
dead young sister who, having grown up in the under- 
world, now wishes to be wed and will cause troubles 
until a groom is found [24]. A basket is filled with 
money and, in the case of the golden caterpillar, the 
animal is hidden beneath the money and whoever 
picks it up must become the new owner. 

Both De Groot and Allen go on to describe seduc- 
tion by fox fairies which presents with similar symp- 
toms: apathy and lasciviousness leading ultimately to 
death. This illness differs from ku poisoning in that 


4] 


there seems to be no economic motive and it is not 
infectious. In both cases, however. dogs and chickens 
(alive and dead) are used to ward off, diagnose, or 
treat the disease. Both the fox and ku are associated 
with licentious women, flickering lights at night. 
graveyards, prostitutes, worms. internal parasites, and 
snakes [25]. Both are considered harbringers of 
doom. The frying of a fox. in order to rid one area 
of that threat. produced a poisonous ku vapor which 
killed people in the next county 

Perhaps the threat of accusation of ku sorcery and 
the vicious punishment for those suspected of it might 
act as an effective economic leveler or stabilizer, i.e 
anyone rapidly accumulating wealth might be accused 
But it is especially interesting that in 


male 


ol u sorcery 


a culture with such a strong emphasis on male 


bonds, a strong attachment to women is seen as 


symptomatic of a fatal disease 


+. Moder 


were not men- 


mentioned 


t Queerness 


Some of the 
hair of a 
a new mother is dirty. any pus coming ot 
body as part of a poison disease 


1 combinations called 


foods and food c 


Dirty 


t 
aIrty 
sucn events < 


poison 

all bodily 
and to ¢ 
different 


They 


charges: 
extent menstruation 


which anthropologists call 


sense 
break 


communication between men and gods and cause god 


re dirty in a 
pollution 


Statues and paraphernalia to become dirty such that 
they must be annually purified by a fire walk. Sweat, 
pus, and urine do not have that effect. 

Strangely enough, some of the things that come 
out of the body are clean, e.g. mother’s milk and 
semen. And some of those that are dirty. even very 


4? KATHERINE GOULD-MARTIN 


dirty. are powerful and can work good. Menstrual 
blood can be used to counteract evil magic or to 
make life-prolonging pills. Human placenta and 
blood (as from beheaded criminals) are part of tradi- 
tional medicines. To some extent dirt and poison are 
distinguished by context: foods are poison but not 
dirty. people can be dirty but not poison [29] 


6. Se \ 


Wherever I went with the topics of dirt and poison. 
I seemed to end up with something involving sex. 
yin-yang polarity included color, 


[The yin side 


The yang side of the 


meat. alcohol. and sex-life-increasing 
is the absence of all these. though there are some 
events. birth being the prime example, that have 
strong yang and yin aspects and are particularly dirty. 
Dirt was part of menstruation and birth. as well as 
part of diseases with skin discharges which seemed 
to have sexual causes 

We have already seen that Ku poison had many 
sexual connotations. Some hot-wet or poison foods 
diseases in 


xual potency. Poisonous 


be attributed to the parents’ inter- 
the parents’ disease (contracted by the foetus 
Some 
inter- 


something about gestation 


through 


mception), oO! 


poisonous diseases are contagious 


yple with poison diseases avoid intercourse 
hot-wet) and hot-wet foods. which would 
> the disease [31]. Some poisonous and other 
timed 


pulmonary wet-hot disease reported by Top- 


a} 


diseases result from poorly intercourse. e.g 
so-lo { 
ley [27. 30]) clung-hung (“offend red~) are male 
from intercourse with a new mother 
And though intercourse 


“yin-yang exchange”, 


diseases | 


or a menst! ng woman 


and. as such, 1s 
act, there is also a 
When per- 

result in 
possibly in 


a cosmic well as a personal 


disease ad “vis xchange” [321 
disease called “yin-yang exchange” [32] 
the exchange 
increased vigor for both 


done improperly. a host of ailments 


formed correctly should 


parties and 
hen 
Wien 


33]. Even in the best of circumstances womb 


oe ee 
children: 


| 
t 
1 
I 


poison is produced in the child 


(d) HYPOTHESES 


The following hypotheses attempt to organize the 
data on hot. cold. clean. poison, and dirt. Because 
most polarities are ultimately expressions of the yin 


yang polarity. I first thought to try clean and poison 


clean Is Vang 


1. Hypothesis of 

Women are dirty: men are clean. Ghosts are dirty: 
gods are clean. Most happy occasions are cleaner 
than funerals, but births, which are happy, are also 
very dirty [34]. Furthermore. this doesn’t work for 
poison. as poison diseases tend to be hot, poison tonic 
foods tend to be hot. and most clean foods are cool. 
So though yang may be usually cleaner than yin, poi- 
son is not particularly yin and this hypothesis must 
be rejected. 


CONGKFUeEHhCE 


2. Hypothesis of congruence: clean is yin 
One might argue that clean is yin and poison yang. 
Sex seems to be hot—wet. dirty. and associated with 


poison. Some happy events, such as engagements. 
weddings. and births, feature meat and liquor and 
imply sex (in past or future}—the yang side of the 
polarity. In contrast, monastic Buddhists have chosen 
all those things on the yin side—a su diet and su 
clothes—-and they abstain from happy events and all 
those poisons connected to sex. But death is dirty 
and those very people most committed to the clean 
life are most involved in death through their resi- 
dence near graves and their caring for the souls of 
the dead. On the other hand, since the Buddhist 
strives to get beyond the karmic cycles of rebirth. 
beyond the duality of life and death. perhaps one 
might argue that death is not dirty for him. Nonethe- 
less. for ordinary people death and ghosts are very 
dirty and very yin. It seems that both yin and yang 
have clean and dirty aspects so neither of the con- 
gruence hypotheses is tenable. 


3. Hypothesis of extremity 


Since many poisonous foods are either very hot 
(e.g. young drake) or very cold (bitter melon), I in- 
itially suspected that poison was simply the extreme 
of either hot or cold (more plausibly that things were 
more poisonous as they tended toward the extreme 
of hot or cold and more clean as they tended toward 
a balanced condition). One might say that weddings 
are very hot. hence their power, and funerals are very 
cold. hence theirs, whereas birth is both very hot (for 
the baby) and very cold (for the mother), hence the 
poison and dirt that emanate from it. The foods given 
the baby and mother suggest this conclusion, but the 
informants do not acknowledge it. And there are 
other difficulties for this hypothesis. For although 
many poisons are very hot or very cold, not all very 
hot or very cold things are poisons nor are all 
balanced things clean. Further, though most clean 
foods are cool, there are some that are definitely hot 


or cold (Fig 1) 


4. Hypothesis of independence 


It may be that, putting dirt aside for the moment, 
there is a clean—poison polarity which operates inde- 
pendently of the hot-cold polarity. Foods, herbs, and 
diseases can be described as hot or cold and clean 
or poison. Those which are balanced with respect to 
hot or cold will be merely clean or poison. Those 
that are balanced with respect to clean and poison 
will be merely hot or cold. But the others will be 
hot and clean, hot and poison, cold and clean, or 
cold and poison (all to various degrees). Thus foods. 
herbs, and illnesses can be located on a diagram of 
the following kind (Fig. 2). 


Hot cold clean poison and dirt 


clean 


illness 


oS 


poison 


Fig. 2 


The figure suggests that whenever we find an illness 
that is hot to degree 7 and poison to degree 5, its 
cure will require the opposite—a food or herb that 
is cold to degree 7 and clean to degree 5. We must 
ask whether there are diseases scattered all over the 
graph, and whether their corresponding cures lie in 
the predicted opposite locations. 

Evidence: There are hot diseases with cool or cold 
remedies, e.g. heat prostration 1s treated with bamboo 
shoot soup and winter melon tea. which are cold 
There are hot and poison diseases which have cold 
and clean remedies, e.g. measles is treated with mao- 
tsao and sugar cane juice. There are cold diseases 
with hot remedies, e.g. chronic bronchitis and eneur- 
esis are treated with pigeons and ginseng. wine and 
sticky rice pudding, and other hot remedies. But | 
am not sure about diseases which are hot and clean, 
cold and poison, or cold and clean. Bitter melon was 
dangerously cold and given for migraines, but I’m 
not sure it was poison and the word clean was not 
used to describe disease. Some conditions, though not 
cold and poison per se, were cold and dirty: for the 
mother, childbirth, for instance, and to a 
menstruation. Hot and clean remedies were given. No 


esser extent, 


disease was mentioned as being cold and clean. But 
on the other hand, some sexual tonics for men seemed 
to be hot and poison so that one might guess that 
impotence is cold and clean. Since I have no direct 
evidence that there are aliments that 


clean or cold and clean, I have considered espousing 


and 


the amended view that, whereas foods and herbs can 
be found in all four quadrants, cannot be 
clean. But if I argue that, I am left with two problems 
(1) What kind of ailments do you treat with poison 
remedies, if not clean ones? and (2) If ailments cannot 


be clean, then people. in order to stay well, 


illnesses 


should 
be striving to be entirely clean, but this does not seem 
Poison eaten in moderation, 
Actions which cause 


to be the case foods, 
are a normal part of the diet 
poison are not only a normal part of biological and 


social life but are the source of its greatest good 
children. Cleanliness is a remedy for poison and pol- 
lution but it serves to bring back the desired inter- 
mediate state of balance. Balance is where illness is 
thwarted. So extreme cleanliness should be an illness 
or at least a problem (except perhaps to a Buddhist) 
Of the eight possibilities: hot. cold, clean, poison 
hot and poison, hot and clean, cold and poison, cold 
and clean, I have suggested possible ailments and cor- 
responding cures for six of them. As to the other two. 
there seem to be no foods or ailments that are purely 
clean or purely poison without being hot or cold. 
There are additional problems with this hypothesis. 
Seaman kindly tried to test it in the field and found 
that people did not put poison in opposition to clean, 
despite the fact that diet therapy seems to do so. 
Secondly. this hypothesis does not explain dirt. 


5. Hypothesis of collision 

Marjorie Topley has writtén that when people or 
objects that are polarized (kwaai = extreme, queer) 
in the same direction meet. the people may experience 
a disease of that same direction. A Taiwanese example 
of this is the following: if the new mother of a son 
eats engagement cakes, then “happiness offends hap- 
piness” (Hsi clrung | 


hsi) and a hot/yang illness would 
result. Similarly for the cold/yin direction. However. 
she says that if a person polarized in the cold or 
yin direction meets a person polarized in the hot or 
yang direction, then poisonous diseases would result 
30]. That 1s. 
lot with cold 


The collision theory 


poison is produced by a collision of 


| 
I 


could explain some of the poi- 
son food combinations, i.e. hot and cold collide rather 
than blending. Topley suggests that some single foods 


For 


because they are anomalous 
example, eel is neither fish nor snake thus it is polar- 


are porsonous 
ized in two directions simultaneously. These anom- 
alies are poisonous to the healthy 
people with poisonous disorders 

Rather 


poison 


than u 


i 1 
you use 


to drive out poison (i-tuk, kung-tuk). Poison 
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eat snakes) were 
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abortion or bring «¢ 


in remedic 


to drive out poison, then clean is taken to protect 


the patient in whose body th ‘tion takes place 
and to clear away the refuse created. Huard and 


Wong [28] discuss using an 


toxin 
| 


usea 


to prevent side effects. (b) When a h 
against a cold disease. or vice versa, then a clean sub- 
stance is taken to allow the proper 


place without poison being created. Here clean works 


action to take 


aS a preventative and allows the harmonious com- 
bination of hot and cold. (c) Clean herbs may be used 
in any condition. ritual or bodily, which is dirty, and 
the same herbs are used for bodily discharges and 
for ritual purification [16, p. 207] 

In short, poison is the result of extremes meeting. 
It can remain in the body, causing weakness, or, by 
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using poisonous cures, it can be forced to erupt, thus 
purifying the body. Clean herbs are used with poi- 
sonous cures in order to prevent toxic side effects 
and to cleanse the pollution, ritual and actual, that 
results from the eruption. Many illnesses can be 
treated with non-poisonous drugs, but severe ones 
and those involving boils, eruptions, and discharge 
are poisonous and require poisonous cures [18, p. 


175]. 


(e) CONCLUDING REMARKS 


Each of the preceding hypotheses has strong and 
weak points: none completely explains the entire 
range of things that are poison, dirty, or clean. I am 
most satisfied with the hypothesis of collision—seeing 
poison as a separate entity caused by yin—yang colli- 
sions. Contained poison is not dirty; erupted poison 
is dirty. Many other things are also dirty. Clean seems 
not only to oppose dirt but also to have other uses. 
particularly preventative ones. If there is a systematic 
relationship between clean-dirty and hot-cold, I do 
not know what it is. I find the lesser relationship of 
hot-cold to wet-dry similarly unclear (see Fig. 3) 


[35] 


cold 


Though this paper has become increasingly 
abstruse the longer I have worked on it. I hope it 
may still be of value to scholars interested in wider 


topics such as Chinese herbal and religious medicine, 
cosmology. and the pollution of women. 
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Abstract 


Syphilis and its closely related diseases are examined in relationship to the social and biologi- 


cal factors involved in their transmission and maintenance within human populations. Three opposing 
points of view are presented regarding the site of the origin of venereal syphilis. The “unitarian” 
argument favors a single, extremely flexible disease entity exhibiting various manifestations dependent 
on the host’s environment and culture. A second approach proposes a continuous mutation and selec- 
tion process for the responsible micro-organisms. The third position points to the growing body of 
archeological and osteological evidence suggestive of the presence of syphilis in the pre-Columbian 
New World and the concomitant derth of skeletal evidence in the Old World 


Ever is it contagious and one sees 
It born for common woes. And it appears 
Everywhere with such strange diversities, 
Changing in every climate through the years. 

Fracastoro, 1530 
Syphilis, the “great imitator”, is a disease of many 
names and many faces. Few other diseases are more 
intimately related to the cultures, mores and environ- 
ments of their hosts. Like many of its victims, the 
disease itself has a flamboyant and _ vigorously- 
debated past. Although known as a disease entity for 
almost 500 years, as Ashburn [1] points out, “There 
is no important disease whose origin is more in dis- 
pute.” 

The first historic awareness of syphilis erupted sud- 
denly in Europe at the close of the 15th century. Its 
presence was suffered in rapid-fire order wherever the 
explorers, colonizers and military of the day set foot 
In keeping with human propensities, many regions 
of the world thus became “syphilized” more rapidly 
than they became “civilized”. 

When it burst tumultuously upon the European 
scene, syphilis was quite different in symptomology, 
morbidity and mortality, from the disease known 
throughout the world in recent times. Whereas today, 
first stage syphilis often is so mild as to escape the 
attention of its host; when it surfaced in Europe, the 
initial lesions progressed rapidly to painful, massive 
ulcerations, and—in the absence of adequate hygiene 
or antibiotics—often to gaping wounds and even to 
loss of limbs and grotesque facial disfigurations. 

In the first years of the recognition of the “new” 
disease, some of the Spaniards called it “bubas” from 
the bubos or great ulcerations that appeared on the 
skin and body openings. Lopez (Dennie [2]) was still 
in school when the plague struck Spain. In later years 
he moralized: “It seems but just that it should have 
its beginning only in those parts that do the wicked 
sinning.” As numbers of infected, pregnant women in- 
creased, stillbirths and early infant death became as 
common as normal births are today. 

Spreading like wildfire, the “loathsome disease” 
soon acquired its many titles: the great poxe, the evil 
pox, the serpentine disease, lues venera, the French 
Disease, the disease of Naples, the Castilian disease, 
the Portuguese Disease, the English Pox; wherever 
it appeared people tried to place the blame for its 


presence on someone or someplace else. Willcox [3] 
notes, “It is traditional for syphilis to be blamed on 
outsiders. Even today the disease 1s nearly always im- 
ported—seldom exported.” 

By 1530, Fracastoro, a physician and poet, com- 
posed a three part tale in which a shepherd boy, 
named Syphilis, aroused the wrath of the gods and 
was punished with the disease that destroyed him 
along with many of the poet’s living contemporaries. 
The poem became very popular and the name of the 
disease with it; thus ending the name-calling and 
making it a disease that belonged to all of the world. 

Centuries before the recognition of microscopic 
agents of disease, causes were sought in every aspect 
of life. Von Hutten, in 1519 (Fracastoro[4]) wrote, 

Theologians warned... that God has seminated 
this malady in anger and in order to punish creatures 
whose vices have outraged His Majesty.” Others 
looked for explanations in corrupted waters, sea air, 
impure winds or infected earth. The astrologically in- 
clined held that the phenomenon responsible was the 
1484 “conjunction of Mars and Saturn” others said 
Jupiter and Saturn (some more appropriately claimed 
Mars and Venus) 

Physicians postulated “internal tainted principles” 
“alterations of the liver” and similar elegant phrases 
to cover their ignorance of the pestilence that 
erupting throughout the land. And the spirochete, 
today called pallidum, continued in its 
own struggle for survival, moving ftom host to host, 
most commonly through the most intimate associ- 
ation available to humans, the genital contact of 
coitus and—given the lack of hygiene of the day 
frequently through less intimate bodily contact as 


Was 


Treponema 


well. 

More pressing than the futile flailing about for 

names and blame, were the frantic attempts to 
treat the “evil poxe”. Von Hutten (Fracastoro [4]) 
reported: 
The deplorable results obtained proved the powerlessness 
of the means they employed. I remember that it was for- 
bidden me to eat peas because I was told that these grains 
could enclose little winged insects that cause the infection. 
(p. 85) 


Dennie [2] notes that some patients who appeared 
not to be responding were tied to a table; two inci- 


48 CORINNE SHEAR Woop 


sions were made with scissors to the base of the fore- 
skin, then cauterized with a hot iron. Other patients 
were made to wash with lye or with wine in which 
the poisonous fruit of an American tree was soaked. 

De Isla, who claimed to have treated more than 
20,000 patients, chose to use mercury ointment for 
30 days, during which time his patients were allowed 
neither exposure to the outside air, nor was any water 
permitted to touch the skin. A common practice was 
to place the patient on a chamber pot, head and 
entire body shrouded in blankets while mercury ore 
burned beneath him. A frequent outcome of this 
drastic procedure was for the patient to lose all his 
teeth and suffer bone deterioration from the inhaled 
mercury. 

Every traditional treatment and therapeutic con- 
coction gained adherents among the desperate victims 
and their helpless doctors. As usual, under such con- 
ditions, fads and quackery ran rife. Since the disease 
was no respecter of class or person, patients included 
Kings, Popes and others of equally great power: con- 
sequently, the pressure to find some curative measures 
reached extraordinary proportions. The association of 
the disease with the new discoveries of Columbus was 
strong and futile expeditions were dispatched to the 
Americas in hope of finding a cure there. For a brief 
period, great reliance was placed on the bark of the 
Guaiac tree or “holy wood” from the New World. 

When the disease entered the second, latent stage 
which inevitably happened if death did not intervene 
first, the patient was thought to have recovered and 
the medications or treatments he had been using prior 
to his “recovery” would be credited with the “cure”. 
Thus dozens of useless, frequently painful and des- 
tructive, treatments earned undeserved reputations for 
brief periods of time. Then the frightening affliction 
would reemerge to destroy or maim the newborns 
of the syphilitic parents or produce the paralysis, 
mania or ruptured blood vessels of syphilis’ tertiary 
stage. Eventually, the ancient Arabic usage of mercury 
or “quicksilver” taken either internally, or as an oint- 
ment or used as a fumigant in sweating chambers 
came to be accepted as the standard treatment. 

Since a given number of people apparently are able 
to effect biological recoveries, it was thought that 
some cures had occurred. For the majority of infected 
people, however, death came early, either as a result 
of generalized infection during the first stage or fol- 
lowing any of the devastating fevers, bone involve- 
ment, central nervous system or cardiovascular stig- 
mata of tertiary syphilis. 

Not until the discovery of penicillin by Sir Alex- 
ander Fleming and Sir Howard Florey in the mid 
1900s and its use against syphilis in the 1940s, was 
a reliable cure available. The use of this magnificently 
effective fungus extract, commonly found on rotted 
fruit or stale bread, has probably been one of the 
most significant medical events in human history. For 
the first time it became possible to think in terms 
of completely eliminating syphilis from the disease 
burden borne by humans. 


ORIGIN DISPUTE 
Early origin speculations 
For almost 500 years, since the first public aware- 


ness of syphilis in Europe in 1493, a battle has raged 
over the question of where this disease originated. 
As Sigerist [5] comments, the arguments on each side 
have been good. The medical historians of the 1500s 
and 1600s, as well as many today, attributed its intro- 
duction to the explorations of the New World, claim- 
ing that venereal syphilis was unknown in Europe 
until Columbus’ crews returned. 

Roy Diaz de Isla, Fray Bartolome de Las Casas, 
Oviedo, Francisco Lopez de Villalobos and Fracas- 
toro, all writing in the early 1500s, accepted an 
American origin unquestioningly. 

Diaz de Isla, who proposed the name “serpentine 
disease” (“for as the serpent is an ugly, fearful, horrid 
animal, so this disease is ugly, fearful and horrid”) 
wrote (Ashburn [1], Dennie [2]); 


It pleased Divine Justice to give and send down upon us 
unknown diseases never heard of and neither known nor 
found in the books of medicine, such as this serpentine 
disease which was seen in Spain in the year of our Lord 
1493, in the city of Barcelona, which city was infected and 
subsequently all Europe... which disease had its origin 
and birth in the island which is now named Espanola.... 
And as this island was discovered and found by the 
admiral Xrisptoual Colon (Christopher Columbus)... and 
as the disease is by its very nature contagious, it easily 
attached itself and was then seen in the armada itself...a 
grave disease that suppurates and corrupts the flesh: and 
breaks and rots the bones and disrupts and contracts the 
nerves. 

Fray Bartolome de Las Casas (Ashburn [1]) who 
spent the greater part of his life, after 1503, in the 
West Indies wrote that “bubas” was taken from His- 
paniola when Columbus returned from his first 
voyage and that it then infected the air of Seville: 


I was at times diligent in asking the Indians of this isle 
if this disease was very ancient here and they said that 
it was, before the Christians had come and that there was 
no memory of its origin and of this there can be no doubt. 

Oviedo, in 1526 and 1535, reported that two of 
the pilots of Columbus’ ships informed him that they 
had seen bubos in the island at the time of Columbus’ 
first and third voyages, while two other men who had 
gone on the second voyage reported the same obser- 
vations to him (Ashburn [1]). Acting on the convic- 
tion that the disease originated in the Americas, 
Oviedo had King Charles V appoint him inspector 
of all gold mines of the new lands. According to 
Dennie [2] he manipulated the appointment for him- 
self in order that he might travel to the Americas 
to search for a cure for his own syphilis. 

Further, Ashburn [1] reports: 


Columbus’ son tells us that on his arrival at Santo Dom- 
ingo, August 30, 1498, Columbus found... all the families 
of the island in great tumult and sedition, from which 
many people were already dead and there remained only 
160 men, full of the French disease. (p. 182) 


o) 


As Ashburn and others have pointed out, the “bubas’ 
or “bubos” cited by the witnesses of the 15th and 
16th centuries may not have been related to the in- 
flammatory process that the name implies today. It 
is possible, but not probable, that a completely differ- 
ent disease, one that no longer exists, was involved. 
Consideration of other theories related to the origin 
of syphilis continues to keep the controversy alive. 


Syphilis in anthropological perspective 


There is no debate, however, about the many cul- 
tural and political aspects of life in the 15th and 16th 
centuries in Europe that provided ideal conditions for 
the continual, successful transmission of veneral 
syphilis. Ashburn [1] projects: 


.a state of sexual promiscuity not since equaled... 
examples as were furnished under such leadership as Pope 


Alexander VI, Emperor Charles V, King Henry VIII of 


England, all reputed syphilitics, and by that clergy whose 
incontinence and corruption so many medieval writers 
scourged and ridiculed...”. (p. 182) 


In the early decades of the outbreak, from 1503 
to 1521 three popes, Alexander VI, Julius II and Leo 
X, died of the “great pox” before, as Wright[7] puts 
it, “...the papacy became alive to the dangers 
brought to Europe by Columbus”. Francis I of 
France was reported to have contracted the disease 
as well as Edward VI of England. Ivan the Terrible 
of Russia, earned his title after his infection pro- 
gressed to the insanity of the tertiary stage. 

Even the humor of the day revealed a sick attempt 
to deal with the mysterious malady that made no 
distinction between the purest love and common, 
garden variety lust. During the Restoration, many 
comedies were written and performed with plots that 


revolved around the predicaments of victims of 


syphilis. In all levels of society, the curse, “A pox 
on you!” became a commonplace and meaningful 
epithet. 

In addition to the example set by the religious, poli- 
tical and social leaders, objective conditions were 
such as to insure further spread. In 1495, King 
Charles of France had assembled from many Euro- 
pean countries an army of 50,000 mercenaries which 
gathered with its attendant train of 800 female camp 
followers in Naples for a seige which never actually 
came to pass. Instead, the Spanish troops sent to aid 
Alphonso II of Naples fled; Naples virtually wel- 
comed the army; the military and civilian populations 
were thus thrown together under disrupted living con- 
ditions and undoubtedly behaved as humans will 
under such circumstances. In short order, the mer- 
cenaries and prostitutes dispersed, bearing with them 
spirochetal souvenirs to pass on to the loved ones 
at home. 

Further, 1495 had been a year of extremely poor 
weather conditions with consequent ruined crops and 
hunger that combined to send many country people 
to the congested medieval urban centers in search of 
work. The poverty and lack of employment forced 
many homeless girls into prostitution and also pro- 
duced a population of wandering males seeking 
employment, all factors serving to insure a thorough 
distribution of the raging syphilitic plague. 

Thus, through the varying factors of human exis- 
tance: social disruption, wars, crop failures, forced 
migrations, growing urbanization with attendant cul- 
turally-accepted licentiousness and prostitution—plus 
the seemingly eternal human attribute of attraction 
to new places and new sexual partners—venereal 
syphilis became a fact of life throughout the entire 
“civilized” world. 

By 1905, Schaudin had discovered that venereal 
syphilis is actually caused by a bacteria, a member 
of the genus Treponema, family Treponemataceae and 
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order Spirochaetales. This corkscrew-shaped micro- 
organism was found to be most fastidious in its re- 
quirements of precise degrees of moisture and tem- 
perature and its apparently exclusive preference for 
humans and an occasional primate as host. This tre- 
ponema has been described by Brown [8] “... as frail 
as a germ can be and still survive...”. It is not viable 
upon exposure to air or to temperatures in excess 
of 104° and is completely destroyed by penicillin. 

Humans and other primates provide ideal hosts for 
these delicate spirochetes. The basic primate needs 
for intimate body contact and the propensity for fre- 
quent, promiscuous and non-seasonal sexual activities 
guarantee the continuous recruitment of new hosts. 
And, prudently, the treponemes persist to the extent 
that, by and large, they do not destroy their host 
quickly. 

Over the many centuries of continual exposure and 
interaction between human host and spirochete, a 
“truce” has been achieved. Through its own evolu- 
tionary pressure, the treponemes have selected for the 
most invasive organisms. Hackett[9] estimates that 
a single organism injected into the body will produce 
about 100 million progeny—about the number 
required to create a visible skin lesion—in 32 days. 
Without treatment today, the host will live several 
decades, exhibiting the mildest of symptoms and inci- 
dentally, providing a sanctuary for the parasites. Not 
until the tertiary stage is reached, and then only in 
approximately 70% of its victims, will the effects of 
the disease destroy the host, through brain, heart, 
blood vessel or central nervous system damage. 


The treponeme family 

Indeed, until quite recently, syphilis was categor- 
ized as a skin disease and reported primarily through 
dermatological journals. This approach seemed quite 
reasonable since it was found that all the other 
members of the Treponema family are adapted to 
non-venereal skin transfer, causing the diseases pinta, 
yaws and endemic syphilis. It is the relationship 
between all of these diseases and their city cousin, 
venereal syphilis, that provides the corpus of argu- 
ments against the Americas being the site of the origin 
of venereal syphilis. Before considering the contend- 
ing theories, however, it is helpful to examine and 
compare the other members of the Treponema clan. 

Pinta (“spotted”) is a mild skin disease, caused by 
the Treponema carateum with an incidence restricted 
to hilly humid or mountainous areas of Mexico and 
parts of South America to the Upper Amazon Basin. 
It is a disease primarily of children and young adults 
and is contracted non-venereally through skin con- 
tact. Hackett [9] calls pinta, “the ancient endemic tre- 
poneme of the Americas”. 

The initial and early lesions of pinta are scaly, dis- 
seminating plaques that usually appear around the 
age of four. Later, the patches of the skin become 
blue as a result of pigmentation changes. In the later 
stages of the infection various areas of the skin un- 
dergo additional pigmentation alterations; various 
hues of pink, brown, blue and black develop; and 
eventually complete depigmentation follows, produc- 
ing an individual who appears to possess a multi- 
colored skin with loss of sweat and oil glands in the 
affected areas. So far as is known, this treponemal 
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infection produces no symptomology other than these 
skin changes. It is interesting to note, however, that 
pinta patients cannot be infected artificially with 
yaws, and venereal syphilis is extremely unlikely to 
afflict them. 

According to Langagne (Brown[8]) an estimated 
400,000 people are presently infected with pinta. He 
notes that although it is a relatively mild disease, it 
produces “deep psychological, social and economic 
repercussions”. The attitude of the people toward the 
“spotted ones” has varied markedly depending on the 
particular social conditions of their society. Shunned 
and scorned at some times, they have in other circum- 
stances enjoyed high status because of their distinctive 
appearance. These were the people selected by the 
powerful Emperor Montezuma to bear his litter and 
contribute further to the displays of precious stones, 
feathers and other brilliant colors which he preferred 
for his retinue. Through many of Mexico’s wars, the 
“Pintados” have formed their own battalions compos- 
ing a sub-group within their society as a result of 
their childhood encounters with the mildest of the 
treponemal infections, pinta. 

Yaws (“Frambesia” in parts of Africa and “Priam” 
in the West Indies) is a non-venereal skin disease and, 
like pinta, occurs primarily as a children’s disease, 
spread through skin contact, particularly among 
children living unclothed in tropical, humid regions. 
The agent responsible for yaws is called Treponema 
pertenue and generally enters the uninfected skin par- 
ticularly through cuts and abrasions below the knee 
as a result of close contact with another child’s in- 
fected lesions. 

According to Hudson [12] yaws is the commonest 
of the treponemal syndromes and is found in almost 
every humid tropical region of the world. As Lom- 
bolt [10] puts it, “Yaws begins where highways end. 
It is a disease of rural areas where living conditions 
are poor” (p. 659). In 1962, it was estimated that SO 
million active cases were present throughout the 
world (Guthe in Brown [8]). 

Infectious lesions containing vast numbers of tre- 
ponemes may remain for several months and recur, 
either through self-infection or re-infection from 
external contact. It is particularly maintained in com- 
munities where large numbers of children with sweaty 
skin are in frequent contact and personal hygiene is 
limited. Very often polygamous families and seden- 
tary village life provide the large numbers of children 
and social conditions requisite for the continuous 
transmission of yaws. Rainy seasons frequently see 
more new cases appear. 

Hackett [9] wrote: 

In Africa yaws has so flourished that some observers have 
thought that it was the cradle of the disease. The preva- 
lence and severity of yaws in tropical Africa during the 
first 30 years of this century were probably much greater 
than anywhere else. More than one observer regarded yaws 
as a bigger burden to some African populations than all 
other infections put together ... infecting most of the popu- 
lation by adult life. (p. 27) 


In contrast with the benignity of pinta, yaws is 
often both painful and debilitating. Beginning as a 
localized lesion, commonly on the legs, the infection 
generally moves through a brief period of latency and 
then erupts as generalized lesions and ulcerations on 


the face, extremities and buttocks. Without the magic 
of penicillin, which produces rapid cures, the lesions 
are slow to heal and frequently progress to destructive 
lesions of periostitis particularly of the tibiae and the 
nasal area of the face. Occasionally the eyes are 
severely involved as well. Unlike venereal syphilis, the 
central nervous system and cardiovascular organs are 
very seldom affected. 

Frequently in the late stages painful eruptions 
appear on palms and soles requiring the victim, when 
walking, to transfer his weight to unaffected parts and 
producing a characteristic “crab walk”, hence, the 
name “crab yaws”. On the little island of Kar Kar 
off the northeast coast of New Guinea deformities 
from yaws were so pronounced that the area was 
called “the Island of Crooked Men” because of the 
prevalence of limb destruction consequent to yaws 
infections. Among other affected populations, the 
ulcers more frequently attacked the nose and palate, 
giving the voice a strange nasal quality. Under these 
conditions, the common name for the disease was 
“gangosa”, the Spanish word for “nasal voice”. 

As a result of the efforts of the World Health 
Organization, yaws has been eradicated in many 
areas of the world. Venezuela provides a notable 
example of the possibilities of concerted efforts 
toward eradication. Unfortunately, many of the 
former yaws victims now are in the process of urbani- 
zation or other social turmoil and, lacking the im- 
munological resistance to venereal syphilis formerly 
endowed by childhood infections with yaws, venereal 
syphilis is rapidly assuming epidemic proportions and 
will necessitate additional antitreponemal eradication 
programs. 

Willcox [3] reports witnessing the change take 
place in New Guinea where venereal syphilis had 
been practically unknown before 1970 but yaws and 
gonorrhea had been prevalent. A mass campaign 
against yaws was undertaken in 1957 and a new high- 
way was begun shortly thereafter. Subsequently, the 
new construction introduced venereal syphilis 
through the truck drivers and the passenger prosti- 
tutes who sought clients in the villages along the 
route. Willcox [13] notes: 


The dissemination of the disease amongst the local popula- 
tion is in proportion to the prevailing sexual freedom, the 
spread being most extensive amongst the promiscuous 
Chimbu. Thus, even now, towards the end of the 20th cen- 
tury, an opportunity still exists of observing the rapid 
“syphilization” of a susceptible community. (p. 174) 


The final member of the unsavory treponemal 
quartet is endemic syphilis, called, according to its 
location, “Bejel” by the Bedouins, “Njovera” in Rho- 
desia, “Dichuchwa” by the Bushmen, “Irkintja” by 
the Australian aborgines and “Franji” in the Middle 
East. Like the other treponemes, endemic syphilis is 
intimately related to the environments and social con- 
ditions of its hosts. It characteristically attacks poor 
rural populations. Gasparini (in Brown[8]) notes, 
“The isolation and the poor living conditions of some 
countries where non-venereal syphilis is endemic 
today, contribute to its resistance and survival.” (p. 
158) 

Atrributed to the same agent as venereal syphilis, 
Treponema _ pallidum, endemic syphilis occurs most 
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commonly in warm, semi-arid and arid areas. Infec- 
tion takes place from simple contact with infected 
companions or through contaminated drinking, eat- 
ing or play objects. 

The areas in which this disease occurs are environ- 
ments where clothing is required, thus limiting the 
possibilities of extensive skin-to-skin contact. The 
bacteria survive by producing lesions about the 
mouth so that transmission is achieved through kiss- 
ing, fondling of children, occasionally through wet 
nurse practices, and frequently through the use of 
common eating and drinking utensils and less fre- 
quently, through the common use of toothpicks, 
cigarettes, pipes or moist towels. 

The infection may begin as a small mucous patch 
on the buccal mucosa followed by lesions on the 
trunk or extremities. Periostitis of the legs is common 
and in later stages, gummatous lesions of the nose 
and soft palate may be found. Occasionally, no initial 
lesions are seen and the disease may be present in 
the body with no external manifestations until late 
stages are approached. 

Hudson [11] cites evidence that the early, repeated 
superinfections that occur in childhood in endemic 
areas result in a few years in the immunological pro- 
tection of the heart and central nervous system. 
Because of this, he suggests, late neurosyphilis and 
cardiovascular lesions are rarely present in rural 
populations in whom endemic syphilis is found. 

This non-venereal syphilis has been known for 
several centuries since the arrival of the Ottoman in- 
vaders in parts of the Balkans in Europe. At present 
it is estimated to affect some one million people 
throughout the world: in rural areas of Syria, Saudi 
Arabia, Iraq and Iran, in Lower Mongolia, Tibet and 
until recently in Bosnia. It used to occur commonly 
among the nomadic peoples of the Central Asian 
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semi-arid steppes but has not been observed in the 
Americas. Mass campaigns involving treatment of 
whole populations with penicillin have been under- 
taken by the World Health Organization in Bosnia, 
Syria, Iraq, Bechuanaland and parts of West Africa. 

All of the treponemes examined, T. pallidum, T. 
pertenue and T. carateum, are indistinguishable one 
from the other, whether examined under light micro- 
scopes, electron microscopy of the highest magnifica- 
tion or subjected to elaborate serological testing. A 
summary of the differences and similiarities within the 
Treponema genus as humans are affected is shown 
in Table 1. 

Infections with any one of the bacteria will produce 
a positive blood test. It is also apparent that penicillin 
has remained exquisitely effective in curing early in- 
fections. Nevertheless, as has often been shown, no 
disease is eliminated by treatment alone. As we shall 
see, eradication of syphilis and its related treponemal 
infections is greatly dependent upon knowledge and 
ability to effect changes in the human attitudes, be- 
havior and social conditions that continue to propa- 
gate these diseases. 

According to Hudson [12], 90°%% of the world’s tre- 
ponemal infections have been acquired non-sexually 
The natural history of the treponemal infections as 
noted by Willcox[13] reveals a vicious 
poverty creating disease and disease creating poverty. 


circle of 


In today’s world, the possession of an effective cure 
is a powerful start, but does not assure the elimin- 
ation of these diseases. The biological sciences have 
completed their contributions; at this point in the his- 
tory, the social and behavioral sciences must supply 
the necessary input to effect eradication. A part of 
this contribution lies in the province of their history 


and the various theories related to their origin 


Table 1. Characteristics of the four human treponemal di 
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Skin 
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There is fairly unanimous agreement that the 
original treponemes were probably micro-organisms 
that parasitized decaying organic matter and oppor- 
tunistically established themselves in human hosts by 
penetrating traumatized human skin, perhaps 
hundreds of thousands of years ago. Hackett [9] 
differs to the extent that he believes that the 
organisms probably went through an animal-host 
stage before settling on their preference for humans. 

The debate that began almost five centuries ago, 
and continues hotly today, centers fundamentally 
around the question of where and with whom vener- 
eal syphilis began. Did it originate in the Americas 
to be carried to the rest of the world as the 16th 
century historians unanimously agreed? Or, as other 
contenders claim, did the transmission move in the 
opposite direction, borne by the European sailors, but 
originating in Europe, carried to the American In- 
dians and later to the rest of the European-explored 
world? With the increasing information available con- 
cerning the world-wide distribution of the various tre- 
ponemal diseases, the arguments have become much 
more complicated than a simplistic origin debate 
would indicate 

Hudson, a physician and medical historian, argues 
that the treponematoses constitute one disease, a 
single and extremely flexible disease that manifests 
itself in various ways depending upon the environ- 
ments and culture of the host. He [12] claims, “Every 
social group has the kind of treponematosis that is 
appropriate to its geographical and climatic home 
and its stage of cultural development.” Thus, venereal 
syphilis . probably sprang from endemic syphilis 
in many places at many times as a result of local 
improvement in levels of hygiene and changes in 
sexual mores” (p. 890). 

Hudson, as well as Willcox[13] project yaws as 
the original syndrome, affecting forest hunters and 
gatherers, beginning in sub-Saharan Africa in Paleo- 
lithic times and continuing in susceptible populations 
through most of human existence. When infected 
human societies established Neolithic sedentary vil- 
lage cultures, the propagation of the infections would 
be enhanced by the increased numbers of children 
and by the unhygienic conditions. Yaws would be 
maintained when environments were hot and humid 
but endemic syphilis would emerge under cooler, 
drier climes where less skin would be exposed for 
direct skin transmission. 

Further, contends that with the 
urban centers in the Fertile Crescent approximately 
6000 years ago, endemic syphilis changed to venereal 
syphilis as a result of several factors operating simul- 
taneously. Urban life requires more clothing plus a 
minimal degree of public and private hygiene thus 
reducing the opportunities for non-venereal transmis- 
sion. At the same time, the atmosphere of urban life 
tends to promote more opportunities for varied inter- 
actions as well as the establishment of prostitution, 
an institution that Hudson claims has never become 
important in small village structures. 

The hypothesis is that spirochetes remained the 
same; the shift was in the portal of entry—from skin 
and buccal mucosa to genitalia. Further, in the 
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ancient and medieval urban centers, the stigmata of 
syphilis would not have been differentiated from other 
skin eruptions, all being lumped together under the 
generic umbreila of “leprosy”, until at the end of the 
15th century, it achieved a separate identity as vener- 
eal syphilis. 

Earlier, the treponemes would have crossed the 
Bering Straits with the first Americans, producing 
symptoms of yaws in the humid tropics, pinta in the 
dry highlands and venereal syphilis when urban 
centers emerged. Thus, Hudson’s “unitarian” theory 
eliminates the argument of transmission from Euro- 
peans to Americans or vice versa; he postulates the 
presence of syphilis in both continents long before 
Columbus’ men were born. 

Hudson’s hypothesis seems to gain support from 
the findings of Grin [15] who found. while conducting 
treponemal surveys in villages of several provinces of 
Sudan in Africa that villages were in a 
“transitional stage”. For example, among the Dinka 
tribe in the Bor district, yaws appeared to be in slow 
regression, while endemic syphilis was on the increase. 

Grin, however, diverges somewhat from Hudson’s 
theory by suggesting that venereal syphilis infections 
have been brought in from the towns and have 
become endemic non-venereal syphilis in the village 
environments. He states: 
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In some villages in the Kadugli area of the Nuba Moun- 
tains region, it was possible to establish how the first spor- 
adic venereal syphilis infections were imported and then 
spread as non-venereal endemic syphilis on account of the 
generally low hygienic and living conditions of the popula- 
tion in the rural areas. (p. 236) 


Hackett [9] on the other hand, offers a history of 
the treponemal diseases that is quite different from 
Hudson’s hypothesis. He believes that, “The differ- 
ences in clinical manifestations of the various tre- 
ponemes are probably due to changes in the tre- 
poneme strains themselves...” (p. 13). He thus intro- 
duces the concept of mutations to account for the 
changes in the varying diseases. Hackett’s reconstruc- 
tions begins with pinta as the choice candidate for 
the original human treponemal infection. In support 
of this he proposes that the longer infectious period 
characteristic of pinta makes it likely that it was the 
Original treponeme since it could thus have main- 
tained itself in smaller populations. He also accepts 
as evidence of a primitive infection, pinta’s relative 
mildness and lack of invasion of the deeper tissues. 

Hackett believes that pinta arose from an animal 
infection some 20,000 years ago in the Euro-Afro- 
Asian land mass; spread throughout the world, in- 
cluding the Americas when the Bering Straits permit- 
ted human passage; and then was cut off when the 
ice receded and isolated the American continent. 
Cockburn [15] also projects an animal origin for the 
human treponemal infections but suggests an earlier 
origin. He cites evidence of infections in various pri- 
mates in support of a very ancient origin—“many mil- 
lions of years, possibly as far back as the Miocene” 
(p. 46). 

About 10,000 B.p., Hackett suggests, the warm, 
humid tropical conditions in Afro-Asia favored 
mutants which evolved in the direction of yaws infec- 
tions which then spread throughout the tropical 
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regions of the world except for the American con- 
tinent, by then completely surrounded by water. 
Cockburn [15] also favors a process based on 
mutations of the treponemes, particularly, as their 
transmission depended upon human _ populations’ 
sizes and access to body orifices as influenced by 
clothing, hygiene and related cultural and environ- 
mental factors. 

In the arid, warm regions bordering the tropics, 
the mutated treponemes of yaws would have been 
selected for their ability to adapt to the differing con- 
ditions, and, by approximately 7000 B.c., endemic 
syphilis had been added to the Treponema genus 
With the rise of urban centers, mutants of endemic 
syphilis were favored because of their ability to infect 
clothed hosts genitally and in this manner, venereal 
syphilis appeared about 3000 B.c. in the eastern Medi- 
terranean and southwest Asia 

Thus, Hackett and Cockburn also argue for the 
presence of venereal syphilis in pre-Columbian 
Europe in the guise of ‘leprosy” although Hackett 
raises the possibility that the original mutants may 
have produced a “mild disease” until at the en 
the 15th century in Europe, further mutations 
responsible for the more grave disease that we know 
today. The V 
carried to the regions of the 
it had been unknown 

The final argument to be considered here supports 
the pre-Columbian presence of venereal syphilis only 
in the Americas. This is the position of Williams 
[6.16], Dennie [2], Kerley and Bass [17], Morse 


[18], Sigerist [5] In addition to the 


newly-emerged venereal syphilis was then 


world where formerly 


and others 
viously mentioned wnitings of the contemporary 
torians and physicians of the Europe of Columbus’ 
day, this is the only position that gains credence from 
osteological evidence 

In contrast, Hudson and Hackett derive 
potheses from a reasoned examination of the trey 
mal diseases as they are known today. From current 
knowledge they extrapolate back in time and, in addi- 
tion, they argue for a broad interpretation of 
Columbian references to * 
ing symptoms of syphilis as well as o 
affecting the skin. Hudson also offers evidence of an 
early presence of venereal syphilis in Euro 
on various examples of pre-Columbian 
which he argues refer to symptoms that can only be 
interpreted as belonging to venereal syphilis 

Neither Hudson, Hackett nor any supporters of 
their arguments for a pre-Columbian presence of 
syphilis in the Old World have been able to 
to any bones of European pre-Columbian popula- 
tions that reveal evidence of syphilitic infections. In- 
deed, Elliott Smith who examined the remains of 
more than 25,000 Egyptians and Nubians, represent- 
ing every period of Egyptian history for the past 60 
centuries, reported that “no trace whatever even 
gesting syphilitic injuries to bones or teeth 
revealed in Egypt before modern times” (Parran [22], 
p. 37). 

Similarly, Moller-Christensen [20], alone and with 
teams of other experts examined more than 19,000 
skulls, skeletons and mummies from Scotland, Eng- 
land, France and Denmark and reported no evidence 
of syphilis. Williams [16], reports two personal com- 
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munications from Professors Boldt of Amsterdam and 
Manouvier of Paris who, “...had studied many thou- 
sand of skulls taken from burial places of various 
periods (in Europe, cw)...and have never found a 
syphilitic skull of pre-Columbian date... 

On the other hand, the case for the presence of 
syphilis in the pre-Columbian New World has accu- 
mulated an impressive body of skeletal material con- 
taining indications of syphilic infections. Goff [21] 
presents an osteological summary of the changes that 
must be present in order to constitute a reasonable 
case for having endured syphilitic disease during its 
days of life. He also stresses the points of differentia- 
tion between venereal syphilis, yaws and other des- 
tructive bone inflammations. He repeats that the most 
commonly involved bony areas affected by venereal 
syphilis are the skull, tibiae and fingers and describes 
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bending over error, 
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To avoid any possibility of bias, he enlisted 


the expertise of many eminent medical specialists 
including roentgenologists who X-rayed the bores he 
presented and with Williams’ 
findings 

He notes skeletal material derived from the burial 
mounds of Ohio, Mississippi and Tennessee valleys 
which contained bones strongly suggestive of syphili- 
tic infection. From the southwest Pueblo region, from 
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sites dated by tree ring timber analysis at 919, 1073 
and 1130 a.p., he records, finding, “...some of the 
most important bones that in all reasonable prob- 
ability are syphilitic”. Williams points further to pre- 
Inca bones with clear evidence of syphilitic disease 
from Peru and Argentina, and concludes [16]: 

In contrast with the small number of bones from the east- 
ern hemisphere that are suspected of showing ancient 
the of material in America is almost 


embarrassing ...”. (p. 977 
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Stewart [22] complains that Williams’ unquestion- 
ably syphilitic skulls and long bones are unexplainably 
sparse and argues (p. 42) that this is “...an attribute 
not characteristic of this disease . He questions the 
pre-Columbian origin of some bones but does not 
contest the diagnosis of syphilis, adding at one point 
(p. 36), “Although the age of the specimen ts in doubt, 
there seems to be good evidence that syphilis was 
present, if not common, among the Ohio Hope- 
wellians From another Hopewellian collection of 
skeletal material, Stewart’s examination of the mater- 
ial reveals considerable evidence of syphilis but he 
is not completely satisfied that the material involved 
is reliably pre-Columbian. More authonties 
have placed the Hopewellian cultures as having 
emerged in various parts of the eastern United States 


recent 


100 B.c. and disappeared by a.p. 500 (cf. 
and Ritzenthaler [25]). Nevertheless, even 


t concedes in regard to the south- 
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Smith [24] 
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west Pueblo material that “...where the skeletal 
remains of the Pueblos can be accurately dated, it 
is recognized that the custom of deforming the head 
goes well back into prehistoric times. A few of these 
old remains show lesions that may be due to syphilis.” 

Morse [18] presents more recent discoveries from 
Illinois that “... would tend to support the hypothesis 
that syphilis is of American origin” (p. 33). He adds 
(p. 28): “We now know that almost all collections 
of Indian skeletons show some examples of genera- 
lized osteitis and periostitis which would be difficult 
to explain unless we would consider treponeme infec- 
tion.” 

He reports two finds on central Illinois, two males 
aged approximately forty, who had lived between 
1000 and 1200 a.p. and both of whom showed evi- 
dence of treponemal infections. He cites the work of 
McGimsey who reported similar periosteal reactions 
in the shafts of the tibiae and femorae in 31 out of 67 
skeletal remains from Panama dated 4853 B.c. + 100 

Morse reviews 400 Illinois skeletons dated from 
1500 B.c. to 800 a.p. In this collection he found nine 
cases of multiple periostitis all involving tibiae as well 
as generalized or involving crania as well. From 
another incompletely-studied Illinois site, containing 
hundreds of skeletal remains, he notes two dated ap- 
proximately 800 a.pD.; both were females in their late 
30s and involved severe periostitis of tibiae and slight 
involvement of a femur and one suffered two holes 
in the top of the skull surrounded by erosive pitting 
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] report studies made on 57 more ennie 
or less complete skeletons from Kinishba and from Springfiel 
Vandal Cave in Arizona. Analysis of 45 of 75 datable 
specimens of pine and pinion roof beams of Kinishba 
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DIFFERENTIAL PERCEPTIONS OF THE 
REHABILITATION PROCESS: A COMPARISON 
OF CLIENT AND PERSONNEL INCONGRUITY 

IN TWO CATEGORIES OF CHRONIC ILLNESS [1] 


CAROLI 


Georgia Stat 


Abstract—-Although a large volume of 
perception, very little anthropological research 


personnel of the rehabilitation process. This paper 


project dealing with the factors that influ 
the relationship of these factors to rehabilitat 
will be discussed against the background of the 
ill, physically disabled clients. In < 


remarks on the implications of this type 


Application of the anthropological approach in 
bilitative medicine has opened new 
research. In this paper I will compare the perception 
of clients and personnel in the Physical Rehabilitatio1 
Unit and the Nephrology Unit of a large urban h 
tal in the American South 
model and the organizational structure of the 
to discuss the differences in their perceptions. Finally 
I will examine some problems in applying this know! 
edge to the rehabilitation of chronic illnesses 

In addition to participant-observation and inten 
sive interviewing, we utilized the techniques of seman 
tic differential and locus of control in the interview 
schedule. We departed from the traditional rehabilita 
tional research (and organization) that views each dis 
ability as a separate entity, a perspective rooted 
the medical approach that developed from the ear! 
pathological orientation to rehabilitation. Anothe 
viewpoint lumps all disabilities together, 
they are similar enough to be treated similarly 
research [2]. We prefer to be located somewher 
between these “lumpers” and “splitters”. Assuming 
that all disabilities, regardless of the physical problem 
share similar social and psychological factors is toc 
simplistic. by using the comparative method we have 
discovered differences between two categories of dis- 
abilitities in the attitude of the staff, the structure of 
the treatment unit/clinic, and the beliefs and attitudes 
of the clients. In addition, we have delineated the fac- 
tors outside of formal rehabilitation programs which 
affect the ways that different reactions to disability 
arise. The conceptual model we used was delineated 
by Suchman, who suggested that _ rehabilitation 
should be analyzed as the independent variable and 
the consequence of disability as the dependent vari- 
able [3]. These variables were analyzed from both 
emic and etic perspectives. We investigated the per- 
ceptions of the clients and personnel, analyzing them 
both descriptively and statistically. We are, thus, in- 
terested in both the context and form of behavior 
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THE PHYSICAL REHABILITATION UNIT 


Capacity 


Tl e medical staff during the 
» Registered Nurses (RNO), two 
|! Nurses (LPN), two Nurses’ Assist- 
Medical Doctor (MD). 
three Residents, two Physical T (PT), one 
Recreational Therapist (RT), one Occupational 


Therapist (OT), one Social Worker and 


tional Therapist. These specialists treat clients on the 


Licensed Practica 


i v re ey se 
ants, (we Attendants, one 


one Voca- 


unit who have disabilities such as quadraplegia. para- 
plegia, hemiplegia, paresis, hemiparesis, amputation. 
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multiple sclerosis, rheumatoid arthritis, bone cancer 
and transverse myelitis. 

The role relationship between clients and staff is 
very important for rehabilitation regardless of pro- 
gram or disability. Incongruity in role expectations 
existed in both the formal and informal structure of 
the unit and affected the entire rehabilitation process. 
Very little informal interaction was observed between 
the doctors, nurses and therapy staff. The doctors 
were “in charge” and maintained their professional 
boundaries by physically and symbolically separating 
themselves from the other medical staff and the 
clients. The Chief Resident was a woman and the resi- 
dents were mainly foreign and/or female. The remain- 
ing personnel were both black and white—the nurses 
mostly black and the PT and OT were white. These 
racial, ethnic and sex factors created role conflict and 
a lack of communication among the staff. 

The perceptions of the “medical team” by clients 
were based on the traditional medical model of a dya- 
dic structure in which the client is the object of treat- 
ment and rehabilitation, and the doctor and medical 
personnel are the source for help in one-to-one rela- 
tionships. In this model, the doctor is the authority 
and takes on the responsibility for the client [6]. With 
the exception of the physical therapists and occupa- 
tional therapists, the medical staff perceived the 
clients from this perspective. There was very little in- 
put from the clients or even the nurses concerning 
their rehabilitation For example, 
week, the clients were brought into a room one at 


process. once a 
a time where all the staff and outside consultants dis- 
cussed their cases. The clients were rarely addressed 
directly and the staff discussed the specific disability 
in esoteric medical terms. Clients were not told what 


to expect and many would visibly shake during their 


“time” with the staff. A nurse reported that “the 
patients are not treated like people during these ses- 
sions” 

The clients reported that they felt like objects. They 
felt that they could not communicate with the person- 
felt that the staff 
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nel, except the therapists. Over 90° 
did not explain their condition adequately. 
reported a problem with communication based on the 
nationality and sex of the doctors, and 70% reported 
a problem in communication because of race of medi- 
cal staff. Our respondents consisted of 56% black and 
44°, white, which mirrored the percentage of these 
racial categories on this unit. They all were from 
lower income families. A majority of the clients felt 
that they could not relate to a female doctor. and 
were embarassed to ask her about their condition. 
One black male stated, “I can’t talk to her like | 
would a man doctor”. In addition, they generally felt 
that female doctors were not as competent as male 
doctors. Furthermore, a majority of the white clients 
resented the black nurses and black aides. Thus, the 
expectations of the clients were incongruent with their 
perceptions of their rehabilitation process. On the 
other hand, the PTs and OT interacted with ease with 
clients. Conversation flowed easily. They would 
encourage clients to keep count during their exercises 
and to participate as fully as possible in all the activi- 
ties. Thus, the clients became participants in their 
rehabilitation and not just objects. Their perception 
of the PTs and OT was congruent with their expec- 
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tation. Most of the clients felt that these therapists 
understood their disability and were the only people 
on the unit that were trying to help them become 
rehabilitated. These perceptions were due to the fact 
that most of the clients had no expectations of PTs 
and OTs and, therefore, there was little probability 
of incongruity; and therapists actually touched the 
clients and explained their therapy in detail. They did 
this in an unhurried manner and showed respect for 
the clients. Furthermore, the clients could actually see 
their condition improving in a concrete way as they 
participated in their rehabilitation process. 

The explanations the clients gave of the causes of 
their disability were related to their religious beliefs. 
39° of the clients believed that their disability was 
caused by God and that it was His Will that they 
were suffering. On the other hand, 35% believed that 
fate caused their disability and that they had no con- 
trol over this misfortune (as in the God’s Will 
explanation). This correlates with the responses of 
90° of the clients who believed that “bad things can- 
not be stopped no matter what a person does”. In 
addition, 21% believed that their misfortune was 
caused by themselves. In contrast, a majority of the 
medical staff believed that the disability they treated 
was due to the individual’s fault. 

These three causal agencies provided the clients 
with an explanation for the events that brought them 
to the rehabilitation process and corresponded to 
their beliefs concerning what will help them get better. 
A majority (62%) believed that God will help them 
recover if it is His Will, while 28°, believed that they 
were the major causal factor in recovery, and 10% 
believed that the doctor was the major causal agency. 
Religion was thought to be very important by 79% 
of the clients while 21% thought it was important; 
none said that religion was not important. Conse- 
quently, they were not perceiving their rehabilitation 
process from the perspective of the medical model, 
and since the medical model was never explained to 
them, they had difficulty seeing the relevance of the 
requirements placed on them in this rehabilitation 
unit. 


THE NEPHROLOGY UNIT 


Since 1973, with total government funding of medi- 
cal care for kidney failure, the number of people sur- 
viving the disease has greatly increased, thus creating 
a need for the rehabilitation process. Unlike the 
Physical Rehabilitation Unit, the Nephrology Unit 
was closed and rigidly controlled by the doctors and 
nurses. The traditional hierarchical model of author- 
ity was more apparent in this unit and the clients 
are protected and controlled. The medical staff was 
large with seven Registered Nurses, one Licensed 
Practical Nurse, eight Medical Doctors, three Post 
Resident Fellows, one Resident, two Interns, one 
Nurses’ Aide (transplant coordinator), one Social 
Worker, one Vocational Rehabilitation Counselor, 
one Secretary, one File Clerk, and one Receptionist. 
A psychiatrist was available to the unit for new client 
interviews and crisis intervention. All the staff were 
white American with the exceptions of the social 
worker and the LPN. The medical personnel treated 
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clients who have renal failure and need dialysis, pre- 
transplant clients and post-transplant clients. 

The medical model on which the personnel’s per- 
ception of clients were based was enhanced by what 
they referred to as “the serious nature of their unit”. 
As one nurse said, “We are dealing with life and death 
matters”. This attitude affected the staffs perception 
of their role as well as their perception of clients, 
thus creating the controlled atmosphere. No input 
from the lower levels of the staff or from the clients 
were observed. Decisions were often made without 
consulting the nurses. This hierarchical system 
created conflict among the staff in the same way eth- 
nicity and sex created conflict in the Physical Rehabi- 
litation Unit. Several of the staff reported that they 
began to see the client as an extension of a machine. 
The social worker experienced conflict because she 
was negatively sanctioned by her superiors if she in- 
teracted with the clients informally. She said, “I am 
caught between my training and what the patient 
needs”. Although the staff perceived the client as a 
“medical case”, they did not attribute the cause of 
the disability to the client. The nurses did communi- 
cate with the clients about their disability and the 
procedures necessary to deal with it. They thoroughly 
explained dialysis or transplantation with the aid of 
an illustrated booklet to each client. The staff, how- 
ever, did not perceive the clients as being rehabili- 
tated; they were perceiving clients from an acute 
medical perspective. 

Again, very little informal communication of staff 
with clients was observed. The staff treated clients 
as objects on most occasions which was perceived 


by the clients and affected their attitudes to their 
rehabilitation process. The clients were not consulted 


in the construction of new intensive care rooms. 
According to one staff member, “It was constructed 
for hospital and staff expediency. Unfortunately, there 
was not much consideration for the patients’ needs” 
As a consequence, we found that the clients did not 
participate in their rehabilitation process on this unit 
One staff member asked us why we were interviewing 
patients; we should interview only the staff to find 
out the proper information. He said, “I do not under- 
stand why you are interested in interviewing 
patients”. Dialysis clients, however, did have some 
minimum participation since they had to report to 
the clinic and stay hooked up to the machine for 
several hours three times a week. They were like the 
transplant clients, still treated as objects or extensions 
of the machines. One doctor stated that he was con- 


cerned about the clients being “treated like part of 


the dialysis equipment”. Another said, “They (the 
clients) do not have anyone to tell about how they 
feel”. These doctors, however, did not feel that it is 
their responsibility to change this situation. In fact, 
they were condescending to the clients. 

As on the Physical Rehabilitation Unit, the clients 
on the Nephrology Unit were not instructed about 
the availability of rehabilitation staff. Most are un- 
aware of the VR counselor and some were even un- 
aware of the social worker. They felt that there was 
no one to talk to about their social problems or their 
disability. One client said, “There is no one to listen”. 
Of the clients interviewed, 45% reported problems in 
communicating with doctors, 25°%% reported problems 


in communicating with nurses, and 10° reported 
problems in communicating with the social worker. 
We found that most clients did not know the proper 
questions to ask even if they felt free to do so. They 
were aware of the formal atmosphere and felt intimi- 
dated by the staff, especially by the doctors. Unlike 
the Physical Rehabilitation Unit, they felt that the 
doctors were honest and would “tell it like it is”. Most 
clients felt that they should not question what the 
doctors said, nor ask questions or communicate very 
often with doctors. Rather, they felt they should re- 
strict their interaction to nurses and/or technicians. 

Generally, the staff was perceived as “doing the best 
they can” except in the area of communicating with 
them about their disability. They did not expect infor- 
mal communication within this medical setting and 
were generally unaware of a rehabilitation process. 
They had conformed to the medical model and per- 
ceived their treatment to be adequate. Their expec- 
tations were congruent with their preceptions of the 
rehabilitation process. 

We found that among several of the clients (mostly 
white females and black males) secondary gains were 
a factor in their perception of rehabilitation. Due to 
the necessity of being hooked up to a machine for 
several hours, it became an important component in 
their lives and was “magical” in its functioning. These 
clients were “set apart” from others because of their 
dependency on and knowledge of this technological 
device that kept them alive. Indeed, their perception 
of the rehabilitation process was inextricably related 
to this machine. Others perceived the rehabilitation 
process as involving a transplant and believed that 
once they had the operation, they could “return to 
normal”, picking up their life as it before this 
misfortune. 

Although several clients believed that renal failure 


was 


was hereditary, most believed that the cause of the 
disorder is due to God’s Will. While the majority 
(66°) of the clients believed the causal factor was 
God’s Will. 28 
(Person) and 6% believed it 
beliefs also included their explanations for getting 
better. Most stated that it is up to God, “He is the 
chief surgeon”. Another said: “God will take care of 
me. If it is His Will, I will get better”. Others thought 
that their improvement would be up to them (Person) 


, believed it was caused by heredity 


was fate. Again, these 


They believed that the person was the major factor 
in coping and being responsible for diet, medications, 
fluid intake, etc. and between the person and God, 
they would continue to live. Lastly, 14°, believed that 
the doctor was a causal agency for getting better. The 
belief system on this unit is similar to the one found 
on the Physical Rehabilitation Unit and that it was 
translated into behavior imperfectly due to the con- 
text in which their behavior took place, a 
controlled by the medical model. 


process 


COMPARISONS AND PROBLEMS 


Research in various areas of medical behavior indi- 
cates that sociocultural factors are important factors 
in the effective treatment of clients [7]. For example, 
Spiegel has delineated the basic value orientation of 
several subcultures and reports that if a doctor is 
from a different background, complications and strain 
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are created between patient and doctor because of 
value discrepancy [8]. In addition, Dembo has sug- 
gested that vast differences may exist between the 
needs of a patient and the needs of a patient as per- 
ceived by the professional [9]. Furthermore, King has 
pointed out that variations in the perception of illness 
by clients are based on a variety of factors ranging 
from biochemical agents through personality vari- 
ables to social status, role, cultural values, and 
belief [10]. Since a belief system is concerned with 
how people make sense out of their experiences which 
influences and regulates the behavioral system [11], 
research cannot be limited to clients but must include 
the rehabilitation personnel if the basis of the com- 
munication problems are to be ascertained. Our study 
substantiates Myers’ ascertation that the degree of 
continuity among the conception of medical person- 
nel and the degree of congruity to the consequences 
of disability for the clients and their rehabilitation 
is vital in understanding the rehabilitation pro- 
cess | 2] 

Furthermore, Myers has suggested that prognosis 
in rehabilitation may vary according to the type of 
rehabilitation program that is employed; thus, there 
is a need to categorize programs. He framed these 
suggestions by viewing disability as an independent 
variable and hypothesizes that the nature of the dis- 
ability will influence the rehabilitation process and 
that the behavior of the personnel will vary according 


to the disability 

We found his hypothesis to be valid but felt this 
differentiation can also be explained by relating medi- 
cal policy toward these disabilities and the effect such 


policies have had on the medical staff's perception 
of clients. Since clients suffering from renal failure 
were not held responsible for their disability; they 
met the expectations of the acute care model of medi- 
cine; their illness/disability was treated in a positive 
manner by staff. On the other hand, many of the 
clients on the Physical Rehabilitation Unit were 
believed to be responsible (in one way or another) 
for their disabilities, and the staff treated them in a 
rather negative manner. These beliefs and attitudes 
were translated into behavior through verbal and 
non-verbal messages to the clients. The staff on the 
Physical Rehabilitation Unit felt that the clients 
should take more responsibility for their care. The 
clients perceived their attitudes and responded to 
these messages accordingly. “They don’t think I am 
sick”, was a frequent comment from clients on this 
unit 

In addition, the status of these two specialities in 
the medical profession is related to medical policy 
and the perception of the staff. Rehabilitation medi- 
cine generally has a very low status and does not 
attract the top male medical school graduates. Neph- 
rology, on the other hand, has a high status with 
Fellow in the specialty being highly valued. These 
attitudes are carried over into governmental policies 
toward funding medical care for disabilities. Renal 
care for clients is totally financed by state and federal 
funds while Rehabilitation Medicine is still mostly the 
client’s responsibility. These difference policies filter 
down through the various levels in the system even 
to the clients. The theory of. the causation of illness 
thus has an impact on the assumptions about treat- 
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ment of the disability as Suchman suggests [5]. He 
also feels that treatment may be different depending 
on whether the disability is believed to have been 
caused naturally, rather than by carelessness, chance, 
moral, physical weakness, or sin. We found this to 
be the case from the personnel perspective and that 
these beliefs have implications for policy making. On 
the other hand, the clients have different beliefs about 
the cause of their disability which is just as rational 
to them (God’s Will) as a virus or germ. In the rehabi- 
litational setting these two belief systems clash and 
block the feedback necessary for successful rehabili- 
tation. 

The rehabilitation process can be analyzed as a 
two-step process: (1) the specific task of establishing 
capacity, and (2) a teaching—learning process of utiliz- 
ing capacity. There is a tendency to separate these 
processes with the first step becoming considered 
most important (the medical approach) and the 
second step considered less important in reality, 
although it is ideally an equal part of the rehabilita- 
tive approach. Bloom feels that this situation is due 
to the cultural system of Western society which values 
technology, rationality, doing and a future orien- 
tation. These values are based on the integration of 
science and medicine [6]. This ideology existed on 
both the units, especially on the renal unit where tech- 
nology and knowledge of the machines was primary 
and the teaching-learning function secondary both 
from the staff and client perspective. 

A complicating factor in this process is the use of 
the traditional medical model for the second rehabili- 
tative step. That is, the dyadic structure mentioned 
earlier is the model on which the treatment and reha- 
bilitation process is being based which emphasizes the 
individual (psychologic) rather than the individual as 
representing several particular systems this 
model neglects the influence of culture upon indivi- 
dual behavior and thus places restraints on the com- 
munication process. And, when behavior deviates 
from this model (based on a logico-rational model 
of group behavior), the explanation is usually intra- 
psychic. It is the individual disconnected from his/her 
cultural system that is at fault, not the medical sys- 
tem[{12]. Thus, this belief system reinforces the 
assumption of the traditional medical model and, at 
the same time ignores the context of the communica- 
tion process. We have many examples of this on both 
the units under study. Perhaps, Bloom has summed 
it up best by stating: 
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“The influence of cultural variables, either in the case 
of a given group itself or from a larger sociocultural source, 
tends, in this approach, to be totally disregarded or 
dropped in the wastebasket called all other things being 
equal” 


He further says that any attempts to account for 
sociocultural factors has continued to be focused on 
the participants, but, within a role-expectation social 
system based on the doctor’s perspective [6]. 

We found that the use of the traditional medical 
model in these units complicated the process in yet 
another way. Although they ideally viewed themselves 
as a team, teamwork was precluded predominantly 
due to the position of the doctor. She/he is ultimately 
responsible for the clients, not the team. Even if the 
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staff viewed itself as an integrated team treating the 
individual, they still used a dyadic structure, which 
created confusion and role conflict on the units both 
among staff and clients. This type of hierarchy in 
medical care has been termed the “medical interven- 
tion pattern” by Wessen[13] which Friedson [14] 
believes contributes to the impersonal nature of 
client/personnel interaction. The medical person per- 
ceives the client’s difficulty as transitory which soon 
will be overcome through proper treatment. In the 
process, the client is not capable of making judge- 
ments about his/her condition. The Physical Rehabili- 
tation units conformed generally to the “medical in- 
tervention” model. Conversely, we found a greater 
degree of congruity between the personnel and the 
clients on the Nephrology Unit. It roughly conformed 
to Freidson’s “therapeutic pattern” of health care 
which is characterized by a complex system of moni- 
toring and treating clients in intensive care units and 
the client must be persuaded to become an active 
participant in the therapy. Thus, the two units gener- 
ally translated into two different organizational 
models that affected the perception of both the clients 
and personnel of the rehabilitation process. 
However, the clients on both units expected the 
medical staff to provide them with additional infor- 
mation about their medical condition and support for 
their emotional reaction to their disability. The Neph- 
rology Unit staff communicated more with clients and 
provided them with more medical information. The 
increased communication affected the clients’ percep- 
tion of medical care (first step of rehabilitation) 
Neither unit provided many opportunities for the 
client to explore ways to attain emotional social 
adjustment to her/his disability (second step of reha- 
bilitation). We feel this is due to the fact that rehabili- 
tation was not being attempted on the Nephrology 
Unit and on the Physical Rehabilitation Unit there 
was very little clarity of roles. Thus, the clients felt 
that they were receiving good treatment on the renal 
unit because they were, in effect given messages that 
their treatment is good, while on the Physical Rehabi- 
litation Unit, the conflict and role confusion made 
the clients feel he/she was generally receiving inferior 
treatment. One doctor on the Physical Rehabilitation 
Unit stated that what the unit needed was more un- 
derstanding of the unit “from the medical stand- 
point”. Since the clients remained uninformed about 
the functioning of the units and the medical personnel 
kept the client dependent at all times, the power of 
the medical personnel was enhanced and the clients 
were left to their own resources and previous learning 
in perceiving the rehabilitation process. 
Consequently, both form and content of communi- 
cation appear to be important to the understanding 
of these systems of rehabilitation[15]. Siller has 
pointed out that there is conflict between the various 
disciplines in rehabilitation medicine and he feels that 
until functions need to be redefined based upon 
patient/client primary needs, rather than upon the 
vested interests of the professions involved, conflict 
will remain[16]. The basis of this problem stems 
from the role of the physician’s complete responsi- 
bility for all patients in the rehabilitation process. He 
States that if one’s model is that of a chronic rather 
than actually disabled person, and one thinks of 


social, vocational, or emotional aspects of rehabili- 
tation, then it becomes increasingly difficult to under- 
stand the doctor as a leader in all these areas of re- 
habilitation. He then suggests that the client should 
become an active participant in the rehabilitation 
team [17]. Moreover, Lee has suggested that we need 
to communicate with patients about their responsi- 
bility in health care [18]. 


SUMMARY 


Although there has been a trend toward holism 
with emphasis on the “team” in a comprehensive 
rehabilitation approach in medicine [19], the adop- 
tion of the traditional medical model in both treat- 
ment and rehabilitation, has created a repetition of 
function. The conclusions of our research leads us 
to agree with Wesson who states that “...the assump- 
tions involved in the process of rehabilitation and 
those on which the traditional social structure of the 
hospital are founded are, to a large extent, conflict- 
ing... [13]”. The existing structure does not allow for 
the participation of the clients in their rehabilitation 
process and the cultural factors that influence the suc- 
cess or failure of this process are not considered. The 
group approach appears to be occurring in the reha- 
bilitation of other categories of the disabled in mental 
health [20]. For example, Singler found that groups 
within the hospital setting can provide positive sup- 
port for the client undergoing rehabilitation. More 
often, however, rehabilitation resembles “a patchwork 
quilt with both duplication and fragmentation of 
effort abounding” [13], or “a fragmentation of the 
clients’ institutional world” [21 ] 

The therapeutic community has been elevated to 
the status of a disciplined and systematic instrument 
of treatment that only emphasizes the first step in 
the two-step process of rehabilitation [22]. Thus, the 
technical medical aspects (instrumental) are empha- 
sized to the detriment of the personal and social 
aspects (expressive) although a social worker, VR 
counselor, and/or psychiatrist are part of the “team” 
Combined with discarding social and cultural factors, 
the treatment may be efficient but ineffective in prac- 
tice and the cognitive model of the personnel does 
not allow for adequate explanation of this breakdown 
in communication. That is, a renal patient may not 
stick to her diet because her cultural system puts a 
positive value on obesity, or as one client said: “The 
devil tells me to eat. He 1s controlling me”. We did 
find, however, that the amount and nature of com- 
munication between personnel and 
major factor in the clients’ perception of appropriate 
or inappropriate behavior of personnel which, of 


clients was a 


course, varies with the structure and functioning of 
the unit 

Furthermore, we found that the bits of information 
the client is able to ascertain from staff was related 
to her/his perception of their disability. These prob- 
lems lead us to agree with Litman that we need a 
more intensive examination of the rehabilitation pro- 
cess and that the behavioral aspects of physical reha- 
bilitation have only scratched the surface [23]. By in- 
troducing the client’s perception [24], we are attempt- 
ing to broaden the analysis of rehabilitation and have 
hopefully added to the field of rehabilitation and cul- 
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ture [18]. Our conclusions agree with Sillers’ state- 
ment that: 


“...the proper role of the physician, the psychologist. 
the nurse, and the physical therapist is as an assistant to 
the patient. We simply have too much professional con- 
cert... the working model of most rehabilitation settings 
seems inappropriately fixed in the acute medical situ- 
ation... [and] are completely inappropriate for persons 
with chronic conditions” [26]. 

To reemphasize an overused phrase, there is a need 
to rehabilitate the client, not just treat the disability. 
Treatment alone does not necessarily result in the 
clients’ rehabilitation. This includes the biological, 
psychological. social and cultural levels of analysis. 
We are dealing with attempts to change behavior 
which involves the whole person, his/her cultural sys- 
tem and the traditional medical model does not allow 
for this kind of change. To rephrase Fuchs, lifestyle, 
based on sociocultural background, may determine 
“who shall be rehabilitated”[27]. We feel that 
patients have a right to have their sociocultural back- 
grounds understood and taken into consideration as 
well as their physical and psychological needs in their 
treatment. The holistic approach of anthropology 
which stresses the interdependence of the biological 
and sociocultural approaches to human behavior and 
beliefs, the area of rehabilitation offers a fruitful area 
of study from both the theoretical and applied per- 
spective. Medical anthropology is located at the inter- 
face of these variables and can make a contribution, 
both conceptually and practically, as rehabilitation 
moves away from fragmentation and compartmentali- 
zation and toward a more comprehensive approach 
to social intervention and client care in chronic dis- 


ease. 
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INTRODUCTION 


CHARLES LESLIE 


Department of Anthropology, University of Delaware, Newark, DE 19711 


With the exception of a few small and remote primi- 
tive cultures that still lack effective contact with the 
civilized world, all contemporary medical systems 
organize diverse traditions and modes of practice in 
complex forms of social organization. The purpose 
of the conference here reported was to discuss prob- 
lems of understanding medical thought and _insti- 
tutions. How can we analyze the historical structures 
of these systems, the nature of variations between 
them, and the processes of change and continuity in 
medical traditions? 

The conference included historians, sociologists, 
anthropologists and physicians who are specialists in 
African, Asian, European and American institutions. 
More particularly, it was a collaboration between 
anthropologists and other scientists, for it was held 
in Washington, D.C. following the annual meeting of 
the American Anthropological Association. The idea 
for the conference occurred to me after Byron Good 
and I organized a symposium for the anthropology 
meeting which we called “Theoretical Foundations 
for the Comparative Study of Medical Systems” [1 ]. 
The format required brief papers and very limited dis- 
cussion of them, but the subject needed fuller and 
more interdisciplinary attention. A grant from the 
National Science Foundation made it possible to in- 
vite historians, sociologists, and several scholars from 
Europe, who would not otherwise have attended the 
Association meeting in Washington, and to ask a few 
anthropologists who would attend the meeting to stay 
on for the conference. The Wenner-Gren Foundation 
for Anthropological Research awarded a supplemen- 
tary grant to facilitate the conference, and agreed to 
duplicate and circulate the papers ahead of time 
Nancie Gonzalez arranged for us to use a seminar 
room at the headquarters of the National Science 
Foundation, and both she and Lita Osmundsen, 
Director of Research of the Wenner-Gren Founda- 
tion, helped in many ways. The conference was a logi- 
cal development from earlier conferences sponsored 
by the Wenner-Gren Foundation [2-5]. The confer- 
ences demonstrated the need for anthropologists to 
consider the general theoretical issues underlying 
their diverse efforts to understand how medical sys- 
tems work and evolve. They showed, too, the need 
to undertake this task jointly with other kinds of 
scholars whose perspectives would complement and 
broaden their own. 

Medical anthropology developed as a distinctive 
field of research during the 1950s and 60s, primarily 
as a social science dealing with cultural variations 
among clients of professional health specialists. The 
appointed task of anthropologists was to explain the 
health practices of peasants, tribal people, and lower 
class ethnic groups to physicians, nurses and health 
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planners. Consultations, research and teaching by 
anthropologists in medical settings are still largely 
focused on problems of how to get patients and 
healthy laymen to do things that medical practi- 
tioners consider to be good for them. Thus, their 
work is strongly marked (and often marred) by “the 
medical model”—the borrowed professional point of 
view of medical practitioners. 

Sociologists and psychologists have also studied the 
cultures of patients, but anthropologists have more 
frequently been associated with international projects 
in developing countries. This work has involved 
extensive collaboration with specialists in internation- 
al health, community medicine, epidemiology and 
psychiatry. The empirical orientation of the work has 
made it possible to go forward with a minimum de- 
velopment of theory concerning the nature of medical 
systems. Instead, biological and behavioral theories 
from pathology, epidemiology, ecology and clinical 
psychology have largely defined research problems. 
This, again, is “the medical model”, and to it or, in 
a mild way, contrary to it, anthropologists have con- 
tributed concepts of cultural relativity, social function 
and acculturation drawn from the mainstream of their 
discipline. But after the initial impact of these ideas, 
marked by the publication of a collection of essays 
that Benjamin Paul made for instruction at the Har- 
vard School of Public Health [6], anthropologists 
made few distinctive theoretical contributions to the 
description of medical systems. The ethnoscientific 
approach illustrated by Charles Frake’s analysis of 
disease concepts in a Philippine Island society is per- 
haps the outstanding example[7]. Other contribu- 
tions have developed the long-standing anthropologi- 
cal interest in shamanism, religion, magic, witchcraft 
and sorcery, often from the perspective of cross-cul- 
tural psychiatry [8]. While some of the work on 
supernatural curing has been done by specialists 
known as medical anthropologists [9-11], much of it 
has been by scholars like Levi-Strauss and Victor 
Turner [12, 13], who have only incidentally addressed 
this specialty. 

In the United States, a Society for Medical Anthro- 
pology was founded in the early 1970s, special gradu- 
ate programs in medical anthropology have been in- 
itiated for the first time, and the volume of research 
and publication has increased. New journals, mono- 
graph series and textbooks are beginning publication, 
but the optimism and enthusiasm that these under- 
takings indicate is mixed with discontent about an- 
thropological contributions to a more general under- 
standing of medical systems. 

A similar pattern of disciplinary expansion and dis- 
content exists among scholars in medical history and 
sociology. Scientific progress has not kept pace with 
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professionalization in these disciplines or in anthro- 
pology, yet promising new research and programma- 
tic essays have been appearing [14-25]. The present 
conference was designed to clarify the nature and 
theoretical potential of this work. It was most con- 
cerned with concepts for analyzing the complex sys- 
tems composed of plural medical traditions that exist 
throughout the world today. An assumption of the 
conference was that these systems are best understood 
in broad historical and comparative perspective. That 
assumption did not go unexamined during the confer- 
ence. Jean-Claude Guideau’s skepticism about it is 
reported in the concluding paragraph of the discus- 
sion on the opening paper. Other discussions of the 
structure and assumptions of the conference are 
recorded in the reports on the sessions devoted to 
papers by Ray Elling and John Janzen, and in the 
report for the concluding session. 

Six papers were prepared for the conference. They 
were not to be inventories of research, but statements 
suitable to launch discussion. We discussed only one 
paper at each session, and the papers are here 
arranged in the sequence that we considered them. 
The first two deal with medical and civilizational his- 
tory, the next two with medical systems as cultural 
systems, and the last two with medical systems as 
social systems. In the concluding session Fred Dunn 
summarized our deliberations by asking how they 
pointed toward further research. 

The conference participants were: 


Gilles Bibeau, Institut de Recherche Scientifique, Kin- 
shasa, Zaire. 

Frank Blackford, Department of Anthropology, Wes- 
leyan University. 

Frederick L. Dunn, Department of International 
Health, University of California, San Francisco. 
Ray Elling, Department of Community Medicine, 

University of Connecticut 

Horacio Fabrega, Jr.. Department of Psychiatry, 
Michigan State University Medical School. 

Ronald Frankenberg, Department of Sociology and 
Social Anthropology, University of Keele. 

Iago Galdston, Private practice, Brooklyn, New York. 

Nancie L. Gonzalez, Program Director for Anthropo- 
logy, National Science Foundation. 

Byron Good, Department of Psychiatry, University 
of California School of Medicine, Davis. 

Mary Jo Good, Department of Psychiatry, University 
of California School of Medicine, Davis. 

Jean-Claude Guedon, Institut d’Histoire et de Socio- 
politique des Sciences, Université de Montréal. 

Alan Harwood, Department of Anthropology, Uni- 
versity of Massachusetts, Boston. 

John Janzen, Department of Anthropology, Univer- 
sity of Kansas. 

Roger Jeffery, Department of Sociology, University 
of Edinburgh. 

Arthur Kleinman, Department of Psychiatry and Be- 
havioral Sciences, University of Washington School 
of Medicine. 

Stephen J. Kunitz, Department of Preventive Medi- 
cine and Community Health, University of Roches- 
ter School of Medicine and Dentistry. 

Charles Leslie, Department of Anthropology, Univer- 
sity of Delaware. 
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Joseph Loudon, Department of Sociology and Anth- 
ropology, University College, Swansea. 

Margaret Mackenzie, Department of Anthropology, 
University of California, Berkeley. 

William H. McNeill, Department of History, Univer- 
sity of Chicago. 

David McQueen, Department of Behavioral Sciences, 
School of Hygiene and Public Health, The Johns 
Hopkins University. 

Everett Mendelsohn, Department 
Science, Harvard University. 

Edward Montgomery, Department of Anthropology, 
Washington University. 

Gananath Obeyesekere, Department of Anthropo- 
logy, University of California, San Diego. 

Lita Osmundsen, Director of Research, Wenner-Gren 
Foundation for Anthropological Research. 

Charles Rosenberg, Department of History, Univer- 
sity of Pennsylvania. 

Authur J. Rubel, Department 
Michigan State University. 
Anthony E. Thomas, Department of Anthropology, 

University of North Carolina, Chapel Hill. 

Paul U. Unschuld, Institut fiir Geschichte der Phar- 
mazie, Philipps Universitat, Marburg. 

Allan Young, Department of Anthropology, Case 
Western Reserve University. 

Francis O. Zimmermann, Centre 
Recherche Scientifique, Paris. 
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OF SCIENCE AND MEDICINE AS 


THEORETICAL SOURCES FOR THE COMPARATIVE 
STUDY OF CONTEMPORARY MEDICAL SYSTEMS 


DaviD V. MCQUEEN 


Department of Behavioral Sciences, Johns Hopkins University, Baltimore, MD 21205 


Abstract 


This paper addresses the task of applying theoretical perspectives from the histories of science 


and medicine to the comparative analysis of contemporary medical systems. Two major perspectives 
are identified and discussed: the notion of paradigm science, stemming from the writings of Thomas 


Kuhn, and the notion of themata, adopted from the writings of Gerald Holton 


Examples of the 


application of these perspectives are given with respect to competing medical systems in America, 
notably Christian Science, chiropractic, osteopathic and allopathic healing methods 


GENERAL CONSIDERATIONS 


In the comparative study of medical systems, both 
diachronically and synchronically, many perspectives 
would appear to be useful. Certainly it would be 
reasonable to regard the histories of science and 
medicine as sources for some theoretical positions. 


This author had anticipated uncovering a wealth of 


information on comparing medical systems and well 


thought out theoretical bases for the histories of 


science and medicine. As this search proceeded it 
became apparent that little literature exists which 
explores these concerns. Let us consider this lacuna 
first from the standpoint of the histories of science 
and medicine. 


There are two major aspects to the history of 


science and history of medicine from a theoretical 


point of view. We can consider: (a) the theories of 


how to do history of science and medicine, ie. 
theories of history, historiography, etc., or (b) the 
various theories discovered by, studied by, or written 
about in the history of science or medicine. This 
paper will chiefly concern itself with the first point 
of view. It is the more fundamental of the two points 
of departure, because one may argue that the theories 
written about are chosen only because they come 
from the historiographic technique used. 
Windelband [1] pointed out the distinction that 
history is mainly ideographic in contradistinction to 
the sciences which are nomothetic. While such a dis- 
tinction may be argued, and this is certainly the case 
today in the attempt of some historians to psycholo- 
gize, sociologize or otherwise quantify history [2, 3], 
we are still left with the predominant characteristic 
of historical scholarship—the narrative. That narra- 
tive, penetrated as it is with subjectivity, parallels in 
many ways the notion of a “case history” in anthro- 


pology. 


Thus a major consideration in the histories of 


science and medicine is which body of theory oper- 
ates: that which is expressed or that which is hidden 
or merely implicit. This is a crucial point because 
most history of science and history of medicine in 
particular appears to be atheoretical. Perhaps this is 
because many historians of science and particularly 
most historians of medicine have had little training 
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in traditional history, its techniques, philosophies, and 
great debates on how to write history. That is, the 
focus of the writing has been so powerfully on the 
science or medicine itself, i.e. the narrative, that little 
effort is usually given to what was happening in the 
worid surrounding the science or how to write the 
history to explain it. This is not meant to be an indict- 
ment of historians of science or medicine for many 
historians of science are trained primarily in the 
sciences and obtain only rudimentary grounding in 
history. Similarly most historians of medicine are 
usually Western trained allopathic physicians with 
little historical or social science training. This is a 
special handicap and much of the history of medicine 
reduces to being engaged in discovering how Western 
medicine became what it is today. 

Still the question remains of whether or not these 
histories operate with hidden theoretical foundations 
or implicit theoretical underpinnings. For example, 
it could be argued that many histories of science and 
medicine proceed on a sort of “great man” theory 
of history, i.e. chronicling one “hero” of medicine 
or science after another. This sort of heroic approach 
has been used extensively in the literature. Nonethe- 
less it appears to this writer that implied theories or 
attempts to contort much of the histories of medicine 
and science into a theoretical framework is merely 
procrustean. Instead we shall examine the few con- 
scious attempts to formulate theoretical foundations 
unique to these histories and consider their utility for 
the comparison of medical systems. 

We must define our topic in such a manner that 
it is clear what we are attempting to gain from search- 
ing the histories of science and medicine for theoreti- 
cal perspectives. Let us provide a heuristic model in 
order to clarify the task. This design stems essentially 
from the standard operating procedures of the social 
sciences. We can conceive of the histories of science 
and medicine, with their theoretical frameworks, as 
independent variables. The purpose in studying these 
variables and their relationships is to perform some 
type of comparative study of the dependent variables, 
the medical systems being compared. 

We can define the existing contemporary medical 
systems as Systems A,...A,. The number of coexistent 
medical systems possess a range dictated by the geo- 
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political scope of the observer, i.e. if one limits himself 
to the United States we can only observe a handful 
of medical systems in operation; if one includes the 
world then the number of observable systems 
becomes extremely large. If we categorize medical sys- 
tems in such a manner then the task of this paper 
becomes: “What theoretical ideas from the histories 
of science and medicine allow us to gain insight into 
the relationships among A,, A>,...A,?” 

Theory lies on a continuum ranging from a “coher- 
ent set of principles” (the nomothetic end) to merely 
ad hoc speculation or contemplation (the ideographic 
end). That is, theories may possess a set of general 
propositions which are used in order to explain a 
class of phenomena. Often theories so derived amount 
to classificatory schema. Or at the other end of the 
continuum theories may be nothing more than an 


educated guess about phenomena. Many possible 


approaches lie in between these two ends. Neverthe- 


less the histories of science and medicine have pro- 


duced few theoretical perspectives from this con- 
tinuum which are consciously applied 


which 


One theoretical perspective illustrates 
attempt to form a “coherent set of principles” in the 
science is that of Kuhn [4]. Kuhn’s work 
was immediately 
cal base for the 


the theoretical construct of paradigm science into the 


the 


history of 
recognized as an important theoreti- 
history of science. Kuhn introduced 


literature. Paradigm science was characterized by the 
achievement of a group (of scientists) to maintain an 
enduring group process which would attract adher- 
from models of how to do 


competing 
open endedness in the science pursued 


ents 
science and an 
which would leave puzzles for the new adherents to 
Further he defined normal science as that pur- 


away 


solve 
sued and unquestionably accepted by the scientific 
groups. He argued that revolutionary 
occurred when anomalies in the accepted paradigm 
produced competition with competing paradigms. Im- 


science 


portantly the paradigms always contain rules of pro- 
cedure and establish criteria for acceptable puzzle 
solving, i.e. a paradigm determines its own data 

Towards the other end of the theory continuum 
we have something like Holton’s [5] notion of a the- 
matic imagination in science. Holton later [6] argued 
that the thematic content of science, independent of 
the empirical content, would play an important role 
in the development and acceptance of individual 
scientific insights. Themata appear to be very funda- 
mental, stemming out of the very nature of perception 
and found in the psychological development of the 
human. Holton sees the pursuit of these themata as 
in the realm of the anthropologist tracing nascent 
themes occurring in all human groups. One powerful 
tenant of this speculative theory is that themata are 
ancient and few in number. New themata rarely 
appear in science [7] 

If we take an overall view of the histories of science 
and medicine we see that they have been concerned 
with the development of “scientific” thought. If we 
say that X, is contemporary science, then most his- 
tories start with some X, or X, (earlier sciences) and 
proceed in describing each X until they reach X,,. 
What is obvious is that time is a major element in 
this process, that we are not dealing with a static 
system. At least that is the view if we take the para- 


McQUEEN 


digm perspective. With such a perspective the his- 
tories of science and medicine become attempts to 
document each state and more importantly to de- 
scribe the periods of transitions between different 
states. If, on the other hand, we would take a themetic 
approach then we must be concerned with how the 
handful of themata are represented in each stage of 
time. For example if we assert that constancy is a 
thema in the history of science then we would explore 
how the Greeks used it, how the intervening periods 
used it and how Einstein used it. In short, from the 
perspective of science, what constitutes the “never 
changing” in the world. Thus the one theoretical 
approach results in our focusing on the transition 
points in science; the other focuses on the reinterpre- 
tation of the basically unchanging mental set of man. 
It would appear that both the theoretical positions 
considered here—paradigms and themata—would be 
of use in the comparative study of contemporary 
medical systems 


THE PARADIGM PERSPECTIVE 


With respect to the paradigm perspective we could 
regard different medical systems as competing para- 
digms for explaining the domain of health. In the 
United States, for example, we could argue that chiro- 
practic, homeopathy, faith healing, osteopathy and 
allopathy are merely some of the competing para- 
digms which explain illness and health. From a purely 
quantitative viewpoint, however, we are not in a 
period of competition among paradigms. Allopathic 
medicine dominates medicine in the United States 
and most of these practitioners practice “normal” 
medicine. What we see in fact is one major paradigm 
historically derived from allopathy and many smaller 
paradigms which do not necessarily accept each other 
as legitimate paradigms for medicine. This has always 
been a problem with the notion of paradigm science, 
i.e. the problem of “residues” or abandoned para- 
digms. It would be difficult to sustain the position 
that, e.g. chiropractic itself does not have an ongoing 
operating paradigm. Thus we can only talk about 
“normal medicine” if we limit ourselves to a certain 
geopolitical arena. Unlike the domain of physical 
science which has recently approached a worldwide 
consensus about what constitutes its paradigm, medi- 
cine still exists in various paradigmatic forms as if 
“revolutionary medicine” has always been occurring. 

Why is the concept of “normal medicine” so diffi- 
cult to attain? Perhaps because medicine, unlike 
science, has a much greater component of art in it. 
It resembles in many aspects a form.of social behavior 
as much as science [8]. Further it is a mirror of social 
behavior, e.g. the quasi-scientific medical beliefs of 
what constitutes proper food, or proper air, or proper 
exercise, Or proper anything usually tell us more 
about a particular culture than about the science of 
metabolism, or respiration, or neuromuscular oper- 
ation. This assertion that medicine is a. mirror of 
social behavior leads us to consider the innovations 
of so-called “medical care systems” as reflective of 
the socio-political and economic foundations of 
society. Thus chemical amphetamines, products of 
questionable value as they are, are used extensively 
by allopathic practitioners. This usage may instruct 
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the observer about: (1) the exploitative nature of some 
physicians; (2) the power and influence of the phar- 
maceutical industry in a highly developed industrial 
state; (3) the relationships between obesity, diet con- 
sciousness, and body image in an advanced industrial 
economy. Similarly coronary care units instruct us 
not about the efficacy of some healing technique per 
but about: (1) the nature of hospital and profes- 
sional bureaucracy and (2) the societal belief in tech- 
nique (technology) as a solution to fundamental prob- 
lems. Thus we are faced with the distinct possibility 
that the medical systems derived to date do not mee 
the criteria of science necessary to apply a paradig- 
matic notion such as that promulgated by Kuhn 
Only that piece of western medicine that 
“scientific” in a classical sense as it mirrors “sci 
physics, biology. and chemistry may be sai 
sess a true paradigm 
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THE THEMATIC APPROACH 


For the comparative study of contemporary medi- 
cal systems the thematic approach would appear to 
be very useful. To with we have the 
offered by the general themes: What is 
is the art of healing? What is healing? Wit 
broad questions run numerous subthemes W e can 
for example, take every 
and seek the 
explore the — and 

For example let 
concept, and niheie aspects 


tous in that 


begin 


nee ) 


medical system as it is offere 


Wiection — 
questions and 


answers 


of disease appears to be als iqui 
ture, ty has some conceptual 
departure from health 
appears to me, has been developed historical 
three distinct dimensions: (1) disease as 

(2) disease as a machine problem; 

a form of deviance. Let 

dimension 

The notion of disease as possession has t) 
The first is the 
fluence or control over a biological 
is the idea of the biological being possessing 
attributes, qualities or faculties. The first 
seen in disease stemming from the body 
sessed by demons—a notion of 
common to most cultures 
witnessed powerfully in the United Sta 
extensive use of faith healing and 
aspect of possession has its counterpart in 
notions of disease with the development of the theory 
that diseases are caused by specific germs, micro- 
organisms or other exogenous organisms which 
“attack” the biological being. As with demon posses- 
sion the role of the healer has been viewed 
of one who expels. The second aspect of possession 
as a disease notion views this possession as endo- 
genous or stemming from within. In this aspect the 
biological being is sort of an agency, that by which 
something else is done. 

The second dimension of disease, 1.¢ 
machine problem has, essentially, three components: 
(1) the disruption of a perfect machine; (2) the failure 
of a continually operating maintenance system; and 
(3) the failure of a part of the machine. In this view, 


every socie 


The notion < 


idea of something naving 


disease : 
ancient and m rn and 
es through the 


This 


allopathic 


exorcism 


disease as a 
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a mechanical view of nature 
and in part from the idea of a “creator” god designing 
a biological being, the notion is clearly that the 
machine is initially well designed or perfect. i.e. it 
should operate disease free. Nonetheless, as with any 
piece ne machinery, malfunction occurs. Therefore, 
healing is accomplished through adju restor- 
ation or replacement of a part 

The third dimension of the disease notion, 


a form of deviance, has been extensively 


stemming in part from 


‘ment 
stment, 


disease 
explored 
sociology and anthropo! 
the sociologica 
“norm” and how 
norm may be label 


this la 


beling pro results in the label of “disease’ 

a 
al Generally 
Operant in what 


bel ng pl aced 


speaking t this labeling ha 


lislocated. After 
UISIOLAG (Ca FAILOL 


} ~1 >.) 
Sack, Palmer reposit 


luxation” or a ver- 


respec 
respect 


an “adjustment” to correct 
tebra which is out of 
to the adjacent vert 

practors adjust causes instead of treating effects” [ 11. 
p. 68]. Palmer latively 
simple and preached a straightforward approach 
which was parsimonious: “I founded the science and 


art of Chiropractic on the plan of economy. not 


Its normal position with 


“chiro- 


wanted chiropractic to be re 
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elaboration” [11, p. 69]. Later in this section on 
luxations he states, “Chiropractic is a thing of 
beauty, for it demonstrates the strength of a simple 
principle.” Not only was doctrinal principle simple, 
but the manipulative technique was a learned skill: 
“Chiropractic is science; adjusting is an art” [1], 
Dizi: 

Palmer’s view of disease as the result of a constrict- 
ing force around vertebral nerves causing an inade- 
quate or irregular nerve impulse which in turn causes 
tissue disruption, continues to be an acceptable per- 
ception of disease in contemporary chiropractic. It 
is not that structural factors are viewed as the sole 
cause for disease by contemporary practitioners, for 
most apparently accept an allopathic disease model. 
The important stress which contemporary chiroprac- 
tic has made is to expand the notion of disease and 
health and to embrace the idea of correct spinal pos- 
ture as all important in determining overall body 
soundness. Indeed contemporary chiropractic has in- 
troduced cybernetics into chiropractic theory. In the 
contemporary theory disease involves a “disturbance 
of the normal control and communication of the ner- 
vous system [10, p. 51], and Palmer’s original 
theories are reinterpreted in terms of systems analysis 
and feedback 
entity has 
You must 

ire sick 

} 


te as they 


When you are sick, it is not because some 
invaded 
remember that you ha 

Your body’s feedback mechanisms do not oj 
Sickness is the result of 


Correction mus 


youl 


do when you are well some depar- 


ture from n unction In | 
be directed to 
ody’s n al re 1 t ur enviro ent, 
body’s normal response to your environmen 


those factors which 


restore normal function [10, pp. 87-88] 


With such a theory of disease, chiropractic is pri- 
marily concerned with manipulation of the spine and 


the art of healing. Obviously “adjustments” of the 


spine heal because they remove the cause of disease. 


As opposed to the latent principle in homeopathy of 


letting nature run its course while the physician 
relieves symptoms, chiropractic believes in active in- 
in the structure which is causing disfunc- 


it parallels the allopathic in terms 


tervention 
tion. In a 
of the interventionist component but it differs in that 
In addition 


sense 


no entity is sought in order to expunge it 
chiropractic is drugless, there is no therapeutic sub- 
stance involved, the only penetration of the body 
being the use of diagnostic X-rays. Drugs are avoided 
because of three primary reasons: (1) chiropractors 
are theoretically opposed to them for their practice; 
(2) iatrogenic effects of medications are considered a 
major problem by chiropractors; and (3) chiroprac- 
tors are prohibited by law from dispensing pharma- 
ceuticals 

A point constantly stressed in the Christian Science 
literature is that Christian Science is not a healing 
doctrine per se; healing is viewed as only part of the 
Christianity which is stressed in the Bible. In a tract 
“Questions and Answers on Christian Science” is 
written: 


In one sense a healing is only a by-product of drawing 
closer to God through coming to know the loving kindness 
of His divine laws and the perfection of His spiritual cre- 
ation. Healing, as we see it, is an important proof of God’s 


care for man, but it is only one element in the full salvation 
at which Christianity aims [12, pp. 7-8]. 


The history of Christian Science is most fascinating 
and intimately tied to the charismatic personality of 
Mrs. Mary Baker Eddy (1821-1910). As much as chir- 
opractic can be said to have been born in the Middle 
West and impregnated with simple, pragmatic rural 
values [13], Christian Science is a product of a rural, 
denial of suffering, puritanical, New England men- 
tality 

Mary Baker Eddy’s notion of disease is formulated 
in terms of denial of somatic disease and a focus on 
what is health. Disease is regarded as a belief, or 
merely an illusion of the mortal mind, thus healing 
relies essentially on one becoming disillusioned. 
Further, besides the illusory nature of disease, we live 
in a world which constantly produces these illusions: 


The hosts of Aesculapius are flooding the world with 
that the human mind 
and body are myths. To be sure, they sometimes treat the 

in the case; but this 


sick 
not mind. Infinite 


one factor they 


diseases, because they are ignor 


as if there was but one factor 
represent 


Mind could not possibly create a remedy outside of itself, 
: 


finite, human mind has an absolute need of 
something beyond itself for its redemption and healing. 
respect is due the motives and philanthropy of 


ier class of physicians. We know that if they under- 


Dut erring, 


and were in possession 
benefit the race physi- 


cally and spiritually, they would rejoice with us. Even this 


stood the Science of Mind-healing, 
t 


of the enlarged power it confers to 


reform in medicine would ultimately deliver mankind 

1e awful and oppressive bondage now enforced by 

>s, from which multitudes would gladly escape 
150-191] 

[he art of healing and the process of healing are 
one and the same, namely that one becomes free of 
the disease delusion through the intervention of 
prayer and the understanding of Mary Baker Eddy’s 
thoughts. Such a technique is analogous to the funda- 
mental Christian concept of “being born again” or 
“accepting Christ Jesus” or other terms for salvation 
which characterize mystery religions, especially those 
which follow the teachings of Jesus of Nazareth. 

The proposed characteristics of Christian Science 
healers are also detailed in Science and Health in a 
chapter entitled “Christian Science Practice” [14, pp. 
362-442]. Their main charge is to understand the un- 
reality of disease. Once the practitioner himself has 
the correct concept of disease then he must transfer 
that explanation over to the person who believes him- 
self afflicted. 

To the Christian Science healer, sickness is a dream from 
which the patient needs to be awakened. Disease should 
not appear real to the physician, since it is demonstrable 
that the way to cure the patient is to make disease unreal 
to him. To do this, the physician must understand the 
unreality of disease in Science [14, p. 417] 

The predominant feature of both chiropractic and 
Christian Science, is that they are drugless. That this 
remains the case to the present is intimately bound 
up with their view of disease. The common feature 
of both doctrines is that both reject the notion that 
disease is something inside the individual which needs 
to be purged. For both, disease is an unnatural state. 
Health is the natural state, man was built to be dis- 
ease free, or endowed by God to be so. Thus the 
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germ theory of disease, which is prevalent in allo- I in turn are utilized in another system 

pathic medicine, is seen as not particularly important of deductive reasoning to arrive at predictions. The 

to the everyday practice of either Christian Science _ predictions are verifie by experiment. In such a sys- 

or chiropractic tem disease is said to occur when some harmful sub- 
There are two histories of osteopathic. One is the tance somehow be entrenched in the body. 

development of osteopathic by its founder Andrew hese objects may not be inherently pathogenic, but 

T. Still [15]. The second is the revisionist history of given the correct conditions they become so. It is 

contemporary osteopathic medicine turned allopathic — the orrect conditions which are the cause of dis- 

which traces an osteopathic tradition from Hippoc- ea ‘reatment then, and cure, is focused on these 

rates, Sydenham and Boerhaave with Still as the final -ausal object uch a notion of disease helps explain 

part of this tradition [16]. Undoubtedly the down the history of allopathic concern 

playing of the work of Andrew Still is ry en on the one hand with 

osteopathic medicine assun I 

medicine. Nonetheless 

dominated the profession 
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century heritage. The present day 
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normal. Pathologic chang 
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One outstandins 
allopathic medicine is 
disease. This is clearly 
century. Not only 
to be schooled 
were those of the 
English physiologists. Sur 
America was a land of immigrant 
old country and no developed 
would foster scientific research. TI 
science in general and medicine in 
has been characteriz 
essentially indifferer 
tury [17]. It was out of such t 
mental theories of disea uld | 
not through lack of financial ability that America pr¢ until they may re-enter society. Stemming from an 
duced little basic research, rather the American era of institution building in the late 19th and earls 
desire to explore the applied. T] | ' 
of the 19th century, one that is still very much with ibeled “correctional institutions”. “educational insti- 
us, is to “exploit the resources of the moment without tutions”. or in the case of medicine “mental 


regard to the long-run consequence” [17, p. 85] tutions” and hospita n ntemporary 
Out of this derivative background American medi many of these large institutions are disappe 
cine assumed a view of disease which was ; re 
in what is called scientific medicine. That is, a suppo- temporar ial movements. The exception is 
sedly rational system of explanation of natural events hospital which has maintained its growth. The neec 
in terms of cause and effect. Lip service is paid to to house the vast biomedical computer technology 
| 


the “scientific method” whereby events are observed, which is characteristic of present dav allopathic medi- 


classified and then through a system of inductive cine assures tl persistence of large medical centers. 
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reasoning general principles are derived. These gi rth, the notion of disease stemming from 
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mechanical conceptualization of the body is seen in 
both the primary and secondary doctrines. The body 
is viewed as a machine, in some cases a god-given 
perfect machine, in other cases a chemical—physical 
machine. In both cases the body is seen as normally 
running without trouble; occasionally, however, it 
needs repair or adjustment. Chiropractic and osteo- 
pathic concern themselves with the structure and 
function of the machine. Healing occurs by making 
structural corrections. Christian Science concerns 
itself with how the mental part of the body has 
deluded the physical into thinking it is not operating 
flawlessly. Healing occurs by setting the mind straight 
with respect to the creator of the device. Allopathic 
doctrines concern themselves with how the machine 
has been damaged by foreign parts, either injury. 
tumors, germs, or other invaders. Healing takes place 
through the active intervention of alternative chemi- 
cals which purge the foreign parts and restore correct 
chemical balance. The pharmaceutical industry pro- 
vides the necessary chemical armamentarium. Even 
mental health is seen in this mechanical way. Much 
mental disorder is viewed as stemming from _hor- 
monal imbalance, defective genes, or problems with 
enzymes. A current powerful force in American men- 
tal health belief and treatment, namely Skinnerism, 
continues the mechanical view with its stimulus-—res- 
ponse analogy to mechanical-electrical on-off cir- 
cuits. Healing, or therapy, consists of retraining these 
faulty circuits 

In conjunction with this mechanical view is the 
reliance of American medical doctrines on the belief 
in single causation. Healing may then be seen as the 
removal of that single cause. The priority of the belief 
in a single cause has resulted in the downplaying of 
social factors in the etiology of disease. As an example 
of how social or enivronmental factors are often disre- 
garded, consider the concept of immunity. When a 
group of persons are exposed to a viral causation 
agent, say the virus linked to poliomyelitis, those who 
do not experience the clinical symptoms of the disease 
are considered to be immune or individually resistant 
to the virus. The environment of the individual or 
social factors pertaining to his group are seldom con- 
sidered relevant in the disease process 

This cursory search for themata has 
several common features of contemporary 
systems operating in the United States at present. By 
analogy such a search could extend to other medical 
systems in America and to world-wide systems. Such 


revealed 
medical 


a theoretical perspective, derived in part from the his- 
tory of science, should allow us to uncover many 
common themata. At this juncture, however, it would 
be simplistic if we should believe that we would be 
able to discover more than a few such themata. Many 
will remain unobserved until we as onlookers have 
the proper mental set to recognize common threads 
in medical systems. 
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think in China as well.” Everett Mendelsohn suggested that 
the boundaries of medicine or science rather than the 
core may reveal uniqueness or commonalities: “It is at 
the boundaries of the interactions between the institutional 
and theoretical levels that indeed you see where within 
a society this activity is going on, how it is practiced, how 
it is legitimated and whether its concepts cross the boun- 
daries or not.” 

Part of the discussion was devoted to the role medical 
history has played so far in advancing our knowledge of 
the characteristics and commonalities of health care sys- 
tems. In this context Stephen Kunitz pointed out that 
“many of the histories that have been written are based 
upon what literate people have produced in the past. A 
large proportion of the people were illiterate and to a large 
extent they don’t appear in history. Much of the history 
of medicine that one reads is primarily a chronicle of what 
learned physicians or healers in a particular society have 
believed. That may not correspond to the way many ‘ay 
people behaved, or to many of the beliefs of other practi- 
tioners.” 

Iago Galdston reacted to this by stating: “What were 
learned physicians writing about? They were not writing 
just out of the air. If you take, for example, the Epidemics 
of Hippocrates, who does he write about? The tinman, 
the leatherworker. Just because we have medical people 
writing does not mean that the points of view they write 
about are necessarily representative of their belief in politi- 
cal somethings and so on.” 

Kunitz replied: “Much of the history that one reads 
seems to reflect particular groups in a society and what 
you frequently do not get when you read history of medi- 
cine is a sense of what non-professionals or non-healers 
were doing. I presume if you go back to the original 
sources you get a different sense of what is going on.” 
Joe Loudon added: “Some wrote about the illiterate 
people but they wrote for those who could read, not for 
those they were writing about.” 

Charles Rosenberg, who has taken great efforts to add 
the dimension to medical history that was claimed to be 
traditionally neglected, explained: “The history of medicine 
has been an intellectual history in that it has been a history 
of what one might call high-cultural ideas with a casual 
assumption that there is some relationship between behav- 
ior as seen in doctor-patient relationships and behavior 
as a series of ideas that people have in their heads about 
why they are sick and what is the cause of it. I think 
that in the last ten years or so there has been a shift 
towards an interest in what we might call the behavioral 
aspects of medical history. In some of my own studies 
I attempt to use a variety of sources to show what actual 
medical practice was like. I have attempted to show the 
relationship between a certain cognitive view of the body 
and healing, the high-cultural view, at the one hand, and 
the actual interaction from doctor and patient on the 
other. There are a lot of things for historians to exploit 
that have not been exploited: hospital records, patent 
medicine advertisements, diaries, letters, etc.” 

Arthur Kleinman made the point that a similar lack 
of representativeness as regards what happened on “the 
popular level” is true also for histories of East Asian medi- 
cine: “History of medicine in China has been distorted 
significantly by the writings of Needham, Sivin and 
Manfred Porkert simply because the history of high medi- 
cine in China was never the medicine of 90% of the popula- 
tion. The medicine of the folk culture is not seen in the 
history of medicine texts. It is unfortunate to think that 
the texts that are now written on the history of medicine 
in China are really limited in a sense to the levels of litera- 
ture that are institutionalized, as opposed to the culturally 
diffuse tradition. I think this is a modern example of where 
the power of politics comes in.” 

William McNeill indicated some of the reasons that may 


have influenced the character of Western secondary 
sources on the history of Oriental medicines: “There were 
some rather isolated individuals who started studying the 
other medical high-literate traditions of China and India. 
The people on the whole who moved into Chinese and 
Indian medicine are arguing this is real truth, too, and 
are apologetic. They are concerned to act as antibody to 
the ethnocentric assumption that true medicine is only 
what happened from the Greeks to 1976. Yet among his- 
torians true medicine is Western medicine and everything 
else is somehow folklore, either off the track or on a track 
which is rather accidental. Historians of non-Western medi- 
cine thus developed a very strong apologetic tone in most 
of what they wrote, saying these people are just as smart 
as the Greeks, they are just as smart as the Europeans, 
they should be taken into account. As to the possibility 
of bringing together a medical history which looks across 
our own high cultural traditions in some more or less neu- 
tral sense, I have not seen such an attempt.” 

That written medical history contains a strong apologe- 
tic element not only in histories of non-Western traditions 
was pointed out by Everett Mendelsohn: “The effort of 
writing history of medicine was taken up largely by phys- 
icians who either part-time or, at points in their life, full- 
time, turned to writing about these activities. They carried 
the assumptions of practitioners. Not that they were not 
at times critical, but these points of criticism were raised 
within the context of the practitioner. By and large the 
history of medicine has been apologetics rather than a 
critical analysis. Medicine and science have seen them- 
selves as special phenomena that needed to be treated in 
a very different way from other history. You did not ask 
the hard social questions about it. It is a knowledge which 
seemed to have in the view of the holder of it a universa- 
lity, it’s a knowledge which didn’t have immediate social 
reference. Questions we need to ask now are: “Where did 
it come from? What were the social forces that were behind 
it? What made it to proclaim to be normatively neutral?” 

Paul Unschuld brought attention to the fact that the 
discussion so far had exclusively centered around medical 
history that was written already. The question whether the 
history of medical events of the past per se, assuming a 
proper perspective and methodology for their analysis, 
might serve as a theoretical source for the comparative 
study of health care systems had not been touched. Draw- 
ing on his own work in the history of medicine in China, 
Unschuld suggested that “certain aspects of medical sys- 
tems are comparable over time to advance our understand- 
ing of what is going on in medicine. However, it is essential 
to first clarify what kind of a “system” one is looking at. 
Is it the system of health care distribution, of political 
organization of health care, of medical concepts, to name 
but three out of many more possible. Comparison of the 
many medical traditions that can be distinguished in 
Chinese history on a conceptual level seems to be a pro- 
mising approach. This comparison of traditions within a 
civilization may show how the rise and fall of medical 
paradigms occurred by showing who gave support to 
specific concepts at what time, who continued to cling to 
concepts that become heterodox, and so on.” 

Jean Claude Guideau was the most sceptical speaker 
with regard to utilizing history as a source for comparative 
studies in health care. While all the other participants 
focused on weaknesses of the traditional approaches in 
medical history, implying that it needed improvements to 
be useful, Guideau seriously questioned the entire linking 
of the two disciplines of anthropology and history: “The 
whole point I see this afternoon of history being applied 
into other fields is that because of constraints brought 
about by disciplinary matrices some anthropologists feel 
that they encounter problems that they are not able to 
solve as well as they would like to, and perhaps by speak- 
ing to some historians they can adapt the methods of the 
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historians to their own field. I think this is an illusory 
phenomenon linked to very specific conditions of the pro- 
duction of knowledge. Let’s look at how it has been sug- 
gested to do history today. One suggestion was “can we 
look in the past and see a situation we can describe in 
some way and then look at another situation in the past 
or present world and then do a comparison! This would 
be taking up the writings of historians and anthropologists 
to make a formal analogy of the two, and then draw a 
generalization from that. If you use history in such a way 
you pervert the very notion of history. History can never 
be used as a bag of facts which then can be applied to 
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another field. History is very specific in its own approach. 
History will always look at one particular societal context 
with its specific forms of relationships, its specific forces 
that work, specific results. All we can do with history is 
choose, each one of us, a period in space and a population 
and then introduce all the tools that can work together 
in some integrated whole in which history would be the 
necessary way in which to see how that thing unfolds at 
that point at that time. If you do that, then the whole 
project of comparison between the medical systems using 
history as its base becomes completely fallacious.” 
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Abstract—The role of infectious diseases in the development of civilizations has not been adequately 
formulated by historians. Comparative methods can be used to identify patterns of civilizational expan- 


sion, contact and change that were greatly influenced by the evolution and ecology of disease 


Historians have paid very little attention to the role 
of infectious diseases in the human past [1]. To be 
sure, 19th century German scholarship did not blanch 
at the task of assembling as many references to pesti- 
lence as a diligent search of European manuscripts 
and chronicles could produce, and then trying to 
identify such mentions with contemporary classifica- 
tions of infectious diseases; but the monumental work 
of August Hirsch and Georg Sticker and the polemi- 
cal masterpiece of Charles Creighton, though very 
useful as works of reference, do not make any attempt 
to work their findings into the general historical 
record; and their efforts to fit ancient disease descrip- 
tions to contemporary terminology often lead them 
to questionable not to say downright mistaken asser- 
tions about the identity of a particular infection of 
the past. 

The painful triviality of their results meant that this 
kind of history reached a dead end some time about 
1910. Not surprisingly, comparable efforts to as- 
semble references to disease in Islamic and Chinese 
records were never undertaken. This results in a 
severe lop-sidedness in any new effort to understand 
the ebb and flow of lethal infections across the Old 
World. It will take years of work before potential 
data from these civilizations can become available to 
scholars. 

Yet even in the very unsatisfactory state of what 
might be called “primary scholarship”, i.e. the deci- 
pherment and assemblage of literary references to the 
outbreak of pestilential diseases, arranged in space 
and time and with appropriate indications of severity 
of die-off and other details—even in the unsatisfactory 
state at which this laborious task remains, it is poss- 
ible to advance some interesting hypotheses about the 
incidence of infectious disease among humankind if 
one approaches the available data with appropriately 
pointed questions. Let me offer you a few examples. 

First of all: there are some important and familiar 
infectious diseases that can properly be called diseases 
of civilization and of cities. What I mean is this: 
several of the childhood diseases with which I grew 
up—smallpox, measles, whooping cough, mumps and 
the like—can only continue to exist among rather 
large human host populations. The only disease for 
which precise lower limits of the host population have 
been calculated is measles, because it was the only 
one of these diseases which until very recently was 
still running loose among humankind, unaffected by 
vaccines and other modes of artificial immunization. 
Under conditions of life of the 20th century it 


required a population of over 400,000 to keep the 
measle going from host to host in an unbroken infec- 
tious chain. But a moment’s thought will show why 
such numbers are needed. Measles and its fellow dis- 
eases of civilization provoke long-lasting immunity 
reactions in the bodies of those of their hosts who 
survive. But the infectious organism can only live in 
a particular host for a few weeks at most; and during 
that relatively brief period the parasite must somehow 
find another previously uninfected human body and 
manage to transfer itself to the new host—or else face 
extinction. To survive at all under such circumstances 
the disease germ must be highly infectious, i.e. good 
at making the necessary transfers from host to host. 
But, ironically, the better the organism is at moving 
from host to host, the more recklessly it uses up avail- 
able hosts, and the larger the total population must 
be within which the infection circulates. Ongoing 
endemic infection can only exist when population 
becomes great enough to assure a perpetual supply 
of new, previously uninfected human bodies in suffi- 
cient number to allow the disease germ in question 
always to find at least one new host in time to escape 
extinction: only so can such diseases continue to exist 
indefinitely. For measles, which is one of the most 
infectious of our childhood diseases, this number 
turns out to be between 400,000 and 500,000. Such 
a total population provides for the perpetual existence 
of a minimum of about 7000 uninfected potential 
hosts, given the birth rates and patterns of sociality 
amongst small children that prevail in mid-20th cen- 
tury western civilized society. This therefore, is the 
number of available hosts measles requires to survive 
indefinitely through time 

I emphasize these matters because they mean that 
an important class of diseases historically were con- 
fined to civilized societies, where numbers of this mag- 
nitude habitually lived in communities sufficiently in 
touch with one another to allow immunity-provoking 
diseases to continue to exist indefinitely. Smaller 
groups of hunters and gatherers, or isolated village 
cultivators, could not possibly keep such infections 
going; but when some stray contact with an infected 
individual from the civilized disease pool happened 
along, the possibility of sudden, harsh catastrophe for 
such isolates immediately arose. 

The most massive and dramatic and historically 
fateful example of this kind of encounter was the des- 
truction of Amerindian populations by disease con- 
tacts with in-migrants from the Old World. Only 
recently has the magnitude of this disaster begun to 
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sink into the consciousness of historians as careful 
statistical studies by Shelburn Cook, Woodrow Borah 
and others began to unveil the magnitude of pre- 
Columbian populations. Current estimates hold that 
central Mexico had a population of 25-30 million 
when Cortez appeared; and yet by 1650, when the 
ravages of disease had reached their apex, population 
had shrunk to 1.6 million, including in that number 
Spanish and African in-migration! 

I became interested in the question of disease as 
a factor in human history through reflecting on this 
extraordinary die-off; and wondering how the 
Spaniards and Africans, who brought such destruc- 
tion to the Amerindians of Mexico and Peru, 
acquired their capacity to survive infections that 
proved so lethal to the massed populations of the 
New World. After a limited investigation it now 
seems clear to me that the American die-off was not 
unique. Other isolated peoples met similar fates, from 
the time that distinctively civilized types of infection 
came into circulation in the most densely populated 
centers of human life. Epidemiological destruction, or 
if not total destruction at least severe demographic 
weakening, of circumambient peoples through con- 
tacts with civilized diseases was, I suggest, the major 
reason why civilizations, once they had come into 
existence, spread so persistently onto new ground, 
literally by digesting the diverse social systems that 
earlier had occupied the terrain. 

A metaphor 
better: just as bread mould growing on a nutritive 
jelly secretes a substance that destroys many bacteria 


may help you conceive the process 


and thus creates 


i ring of asepsis around its expand- 
ing periphery—tl 


the phenomenon that led to the dis- 
covery of penicillin—so civilized human societies pos- 
sess the capacity to destroy the structure of surround- 


ing simpler, isolated societies by injecting them with 


lethal infection—infection which under civilized con- 
ditions affects only children because all the grownups 

almost all—whereas 
in the isolated society, old and young are, at the 


have already been exposed—or 


moment of exposure, equally vulnerable. As a matter 
of fact, exposure to a new infection serves often, and 
perhaps always, to provoke an inverted death curve, 
so that the young adults in the prime of life die more 
frequently than the very young or persons past child- 
bearing age 

The catastrophic effect of sudden die-offs affecting 
up to half of the total population in a few weeks 
needs no elaboration. Survivors can offer little con- 
certed resistance to the encroachments of civilized in- 
truders, whatever form that encroachment may take; 
and ere long, if conditions are propitious for civilized 
settlement, the tattered and demoralized remnants of 
earlier populations will have been absorbed into the 
expanded body politic of the civilized community, 
leaving little trace indeed of their earlier cultural vari- 
ation from the civilized norm that has engulfed them. 

Cultural pull exerted by the skills associated with 
civilized life, in other words, has long been supple- 
mented by epidemiological push, acting time and time 
again to destroy the autonomy and morale of rival, 
peripheral culture patterns. This, I suggest, has been 
a very important axis of world history: a mechanism 
whereby the number and variety of civilizations 
among humankind has been radically restricted to the 


handful—not more than two dozen by any man’s 
count—that have shared the earth’s surface in times 
past. 

Another point quickly emerges from such consider- 
ations. It is necessary to assume that the assortment 
of civilized infections that initially lodged in specially 
dense loci of human habitation were not the same 
in each such locus. One group of diseases presumably 
became endemic in China, another in Mesopotamia; 
still others in India or the Mediterranean coastlands. 
Peru and Mexico, too, ought to have had their own 
civilized diseases with which to attack the Spaniards; 
but this does not seem to have been the case. The 
reason, I suspect, was that all these “civilizational” 
infections established themselves among humankind 
by transfer from herd diseases of sheep, cattle or other 
such animals that in nature existed in sufficient 
numbers to sustain an infection that passed directly 
from animal to animal without some intermediate 
host or a passive, encapsulated life-form to assure an 
uninterrupted chain of infection. But in the Americas, 
of course, most such animals had disappeared before 
human communities achieved such size and density 
as to offer a suitable base for sustaining any such 
direct disease chain. Only in the Old World, where 
domestication of herd animals made innumerable 
contacts between the potential human and the estab- 
lished animal hosts possible, did the new, distinctively 
civilized diseases ever get going among human popu- 
lations. This difference of course laid the ground for 
the catastrophic die-off that followed the European 
discovery and colonization of America. 

But to come back: one must assume that different 
disease pools achieved lodgment in civilized human 
populations in the early centuries and millennia of 
Old World history. This meant, in turn, that 
whenever new patterns of contact between the separ- 
ate civilized centers of Eurasia and Africa came into 
being, the possibility of potentially destructive disease 
spill-over also arose. Some infections endemic in 
China or India, for example, might be previously un- 
known in Europe: and if a bridge of boats or chain 


_ of caravans came to connect one with the other, it 


became possible for new, lethal infection to pass from 
one region of civilized life to the other. The receiving 
society would, under such circumstances, have all the 
vulnerability customarily evidenced by small, isolated 
communities. By Roman times, for instance, the 
massed millions of the Mediterranean found them- 
selves at the mercy of new infections imported for 
the first time from afar. Resulting die-offs could and 
did assume crippling proportions. 

Two landmarks stand out above all in the Euro- 
pean record: the disease ravages of the second and 
third centuries A.D. when the Roman world suffered 
what was probably its initial exposure to measles and 
smallpox; and the 14th—15th centuries when bubonic 
plague hit Europe—not for the first time, that had 
been in the age of Justinian—but for the first time 
in centuries, so that the entire population lacked 
acquired immunities of any kind. Memory of the 
shock of the Black Death never was erased from our 
history books. But it has been seen as an isolated, 
essentially mysterious disaster; not as a member of 
a class of epidemiological encounters, arising from 
changes in communications patterns. 
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It is my contention that the Black Death should 
be understood in‘this later sense: it was what hap- 
pened when the Mongol empire intensified and 
shifted patterns of human movement across Asia; and 
with the movement of armies and caravans, opened 
new travel opportunities to rats and fleas and Pastur- 
ella pestis as well as to man. Just as Cortez brought 
smallpox to Mexico and thereby inadvertently 
assured his military victory, so the Mongol armies 
and caravan trains, I think, transported Pasturella 
pestis from a region of endemicity in Yunnan-Burma 
into the Eurasian steppe. They thereby swiftly and 
inadvertently created a new region of endemicity in 
the underground “cities” of burrowing rodents that 
inhabit the steppe, and exposed human populations, 
both those on the steppe and those living adjacent 
to it, to plague as never before. 

When one examines the entire record of civilized 
history with the question in mind as to when other 
new exposures of lethal infection may have occurred, 
additional, less spectacular thresholds appear. The 
19th century spread of cholera and its containment 
by scientific effort is by far the best documented of 
these. It is also most instructive, because of the way 
its diffusion depended on pre-existing patterns of 
human movement like the Hindu and Moslem pil- 
grimages—patterns of movement that were activated 


for the transmission of cholera by their intersection 
with new kinds of mass momvement: in this case the 
movements of British soldiers and steamships in and 
around the Indian Ocean. 

I do not have time nor is it really necessary to 
enlarge upon the social and cultural implications of 


these disease disasters. The decay of classical civiliza- 
tion must, I think, be seen as much affected by the 
disease disasters that followed upon the opening up 
of regular ship and caraven contacts with China and 
India about the beginning of the Christian era; 
the setback to steppe life involved in the new preva- 
lence of bubonic plague after 1346 allowed a very 
old pattern of military-demographic—cultural flow to 
reverse itself. Prior to 1346 a long line of conquerors 
has emerged from the steppe to subdue adjacent civi- 
lized populations. They carried their languages with 
them—Indo-European, Turkish or Mongol as the 
case might be; and affected the cultural and military 
political structures of civilized societies in far reaching 
ways. After 1346, however, the drift of population 
reversed itself. Civilized peoples began to filter into 
the steppelands, hemming in the nomads and even 
tually overthrowing their military autonomy entirely) 
Such major turning points and long-range shifts in 
human ecology and cultural balances cannot be fully 


and 


understood by consideration of epidemiological 
encounters alone—far from it. But I believe that scho- 
lars should recognize epidemiological encounters as 
one of the essential elements behind the ebb and flow 
of civilizations. 

One final remark: the unification of the globe that 
followed from the European discoveries of the 16th 
century, and from the intensification of communica- 
tions that ensued, meant, I think, that by about 1700, 
common infectious diseases had pretty well reached 
limits set by available ecological niches in every part 
of the earth. A widespread shift among civilized popu- 
lations from epidemic to endemic encounter with in- 
fectious disease was the result: and this, in turn, 
diminished the demographic destructiveness of infec- 
tion, for epidemics, by killing adults, cost a society 
far more than endemic childhood infections do, even 
if lethality remains unaltered. Probably the modern 
population explosion dates from this alteration in dis- 
ease incidence. Only subsequently, and mainly in our 
own century, have scientific medicine and public 
health preventive measures come along tc reduce still 
further the costs of humanity’s encounter with infec- 
tion. Thereby, of course, population growth was acce- 
lerated still more and the contemporary dilemmas 
with which we are all familiar have come to pass. 

Yet despite such remarkable achievements as the 
elimination of smallpox, which now appears to be 
a reality, or on the verge of becoming a reality, it 
seems obvious that the last chapter in humankind’s 
coexistence with infectious disease has not been 
written. New infections, arising by mutation of old 
disease organisms, or through some transfer from ani- 
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MENDELSOHN 
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Holyoke Center 838, Cambridge, MA 02138 


Responding to William McNeill’s paper, is not an easy 
task. The paper reads well, it is strong, the thesis comes 
through very strongly; it is not a weak hypothesis by any 
means. I had a chance also to leaf through your book 
Plagues and Peoples, which indeed will be read widely 

My first response on reflecting on the hypothesis was 
something like, “Gee whiz, yeah!” I mean, once said, it 
has a clarity and an effect which will, in a sense, make 
everyone say: “You know, that’s no discovery; we knew 
it ever since you said it.” On one level there will be a 
quick response, and I think historians—except those wh¢ 
will be overly particularlistic, of which there are many 
will say: “Right on. Let us see what the implications of 
what you have done will be.” There are a number of things 
you do which I think are really very valuable, but the 
level to which you go you know even better than I do 
many of our historical colleagues will not go. There are 
dimensions you are willing to include that surpass even 
your Rise of the West. You have put your finger on a 
number of things, and your have put them in the context 
of a strong, and to some extent, commentable-upon hy- 
pothesis. It is not one that cannot be dealt with, a1 
think that you set the problems for historians to study 
with the epidemiologists. The cross-fertilization and the 
cross checks will occur among those who go on to examine 
the examples you use, the specific arguments you com 
up with. 

I think that ail of us recognize that you are dealing 
at the gross level with infectious diseases and that yot 
are dealing at a societal and even meta-societal level. By 
meta-societal I mean things which seem to transcend any 
given society, perhaps having rules which are more widely 
applicable. 

What is interesting to me, though, is the paradox, that 
at just this period in the history of the study of medicine 
when the focus is moving from the physical notion of dis 
ease as an immediate causal agent to concern for social 
structure, social organization, social integration, you aré¢ 
as a historian, a social scientist, locating the prime changer 
of social organization and survival in a physical cause 
in what you call the larger society to which both parasites 
and men belong. You say it is another form of societ 
whch transcends humanity and is not physical. Yet you 
are focusing on the physical carrier of diseases at a time 
when medicine largely has been turning to social problems 
as disease-causing. That simple point is, I think, the point 
of effect. I have a feeling that a kind of bacterial deter 
minism underlies your overriding hypothesis. Maybe it is 
a medical materialism, although that has other conno- 
tations. You are reading human history as an extension 
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* Prepared from the transcript of the discussion held in 
the evening of Sunday, November 21, 1976. Material for 
the transcript was taped and edited by Edward Mont- 
gomery and transcribed by Marcella Waddell and Janet 


Denkinger, Department of Anthropology, Washington 


University at St. Louis. 


of natural history. And that, I think, is what we want to 
examine 
Even as you pose it, I can interpret what you are saying 
as: disease represents a boundary, an outer limit or a peri- 
meter of human actions but not necessarily the initiator 
or innovator of these human changes. To this extent, we 
may want to juxtapose it with any model that has been 
constructed for the initiators of human action. The strong 
biological analogy for a social phenomenon almost posits 
an identity between the biological and the social. I am 
not sure that this is legitimate. Certainly many biological 
phenomena may be useful as analogs. But at least as | 
look at the history of scientific ideas, one of the traditional 
weaknesses has been to pick an analog from what is seen 
ronger, more organized science, beginning its use 
) 


as an analog but in the end treating it as an identity, and 


as a Stron 


not recognizing that the move from analog to identity 
greater! justification than is normally 
given. I sense this in your paper. My feeling is that the 
underlying forces, processes, structures, forms of biology 
and society are not identical. This brings me to a question 


needs degree of 


what is it that we want to understand in such a study? 
Your opening remarks here this evening were very useful 
an understand- 


ing of how human change occurs, how one group emerged 


because you said that we wanted to get a 


in such a dominant position in relation to another. In 
other cases, as your book carries it and I think your paper 
with certain groups 

a society lost the position of prominence or pre- 
dominance and were replaced by others 


human organization 


you are concerned how 


th 
n 


It seems to me that the force in 


human change transcends the biological. I think as 
I read your paper that you would not argue strongly with 
that at all. What then are the underlying forces which we 
want know about, aiongside overlying issues? 
Mexico is fascinating and I was 
fascinated by the you presented an explana- 


As I looked at the situation and tried to put it into 


The Spanish conquest of 
way in which 
t 

a historical perspective, trying to think of it as the history 

human beings and what they do and do not do, it is 
true that you have now introduced the role of the transfer 
of bacteria from one population to another, and the infec- 
tious qualities they bring with them. But, measure this 
transfer alongside colonial penetration and _ colonial 
oppression. Why did the Spanish come? What human mis- 
sion were they carrying out? This is not to say that you 
are not asking these questions or that you do not have 
them in mind, but, how do they modify our understanding 
of the biological process? The vector is social, and you 
want to couple the bacterium with a rifle and gunpowder. 
You want to couple the bacterium and its transfer with 
what we movement 
across the ocean: mercantilism or capitalism or whatever 
those forms—new forms which moved people to do things 
they had not done before. Certainly, when we turn to the 
19th century the patterns of disease respond to the rise 
of industry—the uses of the machine, the way in which 
the machine reshaped how humans live, people being 
brought to work at the machines rather than the machines 


understand as the reasons for the 
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being carried to where people lived. They represent under- 
lying factors of social organization, social modes of gaining 
and distributing wealth. 

Bacterial action may well remain the same across popu- 
lations, but social forces clearly do not. They do not 
remain the same across time, as we know it. The social 
process is not the same in Athens as it is the 19th century. 
With this being so, are we to assume that the bacterial 
effects on social organization will have a homogeneity, will 
have a continuity, will really be the same? Are we over- 
looking the way in which disease is reflected in different 
forms of social organization? It may be that in the fine 
structure here there is as much to be learned as in the 
gross structure. We know that there is social limiting of 
disease patterns, and to me the modes of social limiting 
are as interesting as the patterns of disease similarity. And 
the variety of social limiting will tell us about evolving 
or changing human organization. Social organization is 
a disease controller. One of the questions that I would 
ask is: “Are there different biological and social reactions 
in different cultures?” I find it hard to think that diseases 
will affect alternately organized societies in identical pat- 
terns. As you look at data of this sort, what is it that 
seems to matter? What makes the difference in the way 
that diseases respond to human organization, as well as 
the way in which human populations are affected by dis- 


) 
CaSes 


McNeill: I would like to respond a little. I certainly do 


not mean to say that human culture and human social 


organization are not significant regulators of human his- 


tory and, indeed, of the impact of disease upon a particular 
society. This, I must say, I take for granted. I am profes- 
sionally an historian, and this is what historians deal in 
normally. There are some interesting examples of the 
diverse response to similar disease experiences in the Euro- 
pean past. I cannot speak outside of the European past 
in this respect, but the appearance of Black Death and 
the Plague in Venice, for example, in the 16th century led 
to a very development of public health in 
Venice. In the 17th century, by 1637 I think, it led to 
a great outburst of piety: the building of churches and 
the establishment of rather rigorous counter reformation 
Catholicism. After what Waddell calls the Mediterranean 
Crisis had come to constrict the economic life of Venice, 
the responses were different from what they had been in 
1576 about 50 years apart, and this is the most 


signincant 


They are 


Discussion 


telling example I know of how what looks like the same 
disease as stimulus could produce really polarly opposite 
responses in the same community. Yet for my purposes 
I think the similarities are much more significant than the 
differences. Certainly there are different ritual reactions, 
but there must be stylized human behavior in time of crisis. 
I must say that there is no literature on the subject. 
Nobody knows. What I was interested in was the common, 
the destructive character of such a collision. If you accept 
the hypothesis of a set of diseases that civilized populations 
have become inured to because of their chronic presence, 
endemic presence, they form an epidemiological, bacterio- 
logical weapon that historians have simply not been con- 
scious of. That is all. When you are sensitized to this, it 
appears extraordinary that the whole 19th century experi- 
ence of encounter with primitive people was explained very 
largely on racial terms: they were weaker than we were. 
This was the way it was interpreted by the best scientific 
brains in the 19th century, yet there is an enormous 
number of instances of what happens when a previously 
isolated population meets a lethal epidemic. And, I think 
the uniformities are far more important than the differ- 
ences 

I am afraid that I am going to be misunderstood as 
saying that the infectious organisms rule the world, which 
is not what I said and not what I mean. But if you are 
writing a book on something which sounds to you as a 
new idea, you do not put in all the familiar apparatus 
of human history. At least that would seem to me to be 
redundant. And it is only when I have something to say 
about the connection. or what I thought was a connection, 
between the variable encounters with the infectious dis- 
eases and familiar episodes from human history that I 
bother to mention it. So far I have had only one reviewer 
who really understood the book, and he made the same 
point, that it is sort of materialist. But that is not what 
I said, and certainly not what I believe. 

Generally there are reviewers who have taken episodes 
such as the Cortez example and made a string of observa- 
tions about it. Whereas I would claim it is different in 
my paper and my book. This is where it is not the same 
as Hans Zinnser’s Rats, Lice, and History. Zinnser treats 
typhus as a sort of deus ex machina which intervenes in 
historic processes on predictable occasions, and he as- 
sembles some very interesting examples. But he makes no 
effort at all to put the systematic changes in exposure to 
infectious diseases as a major parameter of human history, 
which is what I attempt to do 
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Abstract 


A model and related concepts are present for ethnographic and comparative research on 


medical systems as cultural systems. The major structural and functional aspects of the health care 
system model are briefly sketched. Clinical realities, explanatory model (EM) transactions in health 
care relationships, a distinction between disease/illness, cultural healing and cultural iatrogenesis, and 
the core adaptive taks of health care systems are concepts based on this model which have practical 


clinical and public health, as well as research, implications 


A number of hypotheses are outlined 


which can be used to focus medical ethnographies and to construct comparative cross-cultural studies 
of health care systems. The model, concepts, and hypotheses attempt to exploit medical anthropology’s 
fundamental tension between medical and anthropological interests; and thereby to contribute to the 
development of theory that is original to this discipline 


INTRODUCTION 


The task assigned to me was to examine theories and 
concepts that can be used to compare medical sys- 
tems as cultural systems. Review of the relevant medi- 
cal anthropology literature, in preparation for writing 
this paper, revealed, with a few notable exceptions 
[1], a paucity of well-developed theoretical positions 
on this subject which could be neatly summarized, 
compared, and contrasted. Instead, most of the litera- 
ture is taken up with empirical studies that usually 
do not specify the theoretical frameworks they 
employ, that unsystematically import concepts from 
social science or biomedicine, and that, as a result, 
are fragmented and difficult to relate. We possess a 
large array of empirical descriptions, but few cross- 
cultural comparisons, and hardly any attempts to test 


specific hypotheses. Here is evidence of the lack of 


a theoretical base, which is the reason for holding 
this Conference. 

Rather than try to integrate and critique the few 
theoretical straws in the wind, frail things that they 
are, I shall, at the risk of appearing egocentric, present 
a model that I have been working with for the past 
5 years. That model is itself an outgrowth of my own 
field research and my reading of what relevant theory 
there is, as well as empirical studies [2]. The model 
is an attempt to understand health, illness, and heal- 
ing in society as a cultural system, and to compare 
such systems cross-culturally. 

A theoretical model of medicine as a cultural sys- 
tem, if it is to be useful, should specify what that 
system is and how it functions. It should provide a 
method for describing individual systems and for 
making cross-cultural comparisons between different 
medical systems. It also should produce a more sys- 
tematic analysis of the impact of culture on sickness 
and healing than is possible without such a frame- 
work. 


* Paper prepared for the Conference on “Theory in 
Medical Anthropology,” National Science Foundation, 
Washington, D.C., November 20-22, 1976. 
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Furthermore, a model of medicine as a cultural sys- 
tem will be valuable if it can (1) operationalize the 
concept of culture in the health domain in more pre- 
cise and potentially quantifiable ways; (2) relate di- 
rectly to clinical questions; (3) specify hypotheses 
which could be falsified against existing data or con- 
firmed in prospective field studies; (4) provide system- 
atic interdisciplinary translation between anthropo- 
logy and the health sciences; and (5) provide a ter- 
minology that is not limited to biomedicine, but 
through which biomedicine can be related to other 
professional, as well as popular and folk, healing tra- 
ditions within a broader comparative cross-cultural 
science of sickness and health care 

My interest here is not to convince you that this 
is the solution-framework for our field, but rather to 
place before you one type of problem-framework that 
we can react to, criticize, and hopefully move beyond. 
Provisional though it be, this model does suggest at 
least a few of the advantages to be gained by develop- 
ing a theory of medicine as a cultural system. It 
doubtless will also illuminate limitations, but these 
relate to the specific characteristics of the model, not 
to models for this field generically. Thus, this presen- 
tation is intended to provoke participants at the Con- 
ference and readers of the proceedings to take this 
model apart in order to build others that will perhaps 
eventually provide us with a unified framework. Even 
if it simply provides a common set of terms useful 
for talking about medicine in different societies that 
would be an advance over the chaotic situation that 
now prevails. The model has been found helpful in 
the study of medicine in Chinese cultures and in mak- 
ing comparisons with medicine in the US. [3, 4]. 

A word of caution is indicated. No matter how 
they are construed, medical systems are both social 
and cultural systems. That is, they are not simply sys- 
tems of meaning and behavioral norms, but those 
meanings and norms are attached to particular social 
relationships and institutional settings. To divorce the 
cultural system from the social system aspects of 
health care in society is clearly untenable. The title 
of this paper merely reflects an emphasis on the cul- 
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tural dimension. I am sure that other participants at 
the Conference will make the alternate emphasis. 
The model described below, which has been con- 
strued in other papers as an ecological model relating 
“external” (social, political, economic, historical, epi- 
demiological and technological) factors to “internal” 
(psychophysiological, behavioral and communicative) 
processes, grounds medical beliefs and activities in 
socio-political structures and in particular local en- 
vironmental settings. Again, for reasons of emphasis, 
I shall not focus on this aspect of the model, only 
note that it is consistent with the view of medical 
systems as cultural systems. Our concern will be to 
understand how culture, here defined as a system of 
symbolic meanings that shapes both social reality and 
personal experience, mediates between the “external” 
and “internal” parameters of medical systems, and 
thereby is a major determinant of their content, 
effects, and the changes they undergo. 


HEALTH, ILLNESS, AND CARE AS A 
CULTURAL SYSTEM 


Health, illness, and health care-related aspects of 
societies are articulated as cultural systems. Much field 
research supports this thesis, which marks a divide 
between the older and the newer approaches to 
medical anthropology [3, 5,6]. Such cultural systems, 
which [| shall call health care systems [7], are, like 
other cultural systems, e.g. kinship and religious sys- 
tems, symbolic systems built out of meanings, values, 
behavioral norms, and the like. The health care sys- 
tem articulates illness as a cultural idiom, linking 
beliefs about disease causation, the experience of 
symptoms, specific patterns of illness behavior, deci- 
sions concerning treatment alternatives, actual thera- 
peutic practices, and evaluations of therapeutic out- 
comes. Thus, it establishes systematic relationships 
between these components. 

Because they are part of a cultural system, health, 
illness, and health care need to be understood in rela- 
tion to each other. Health beliefs and behavior, illness 
beliefs and behavior, and health care activities are 
governed by the same set of socially sanctioned rules. 
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To examine one in isolation from the others distorts 
our knowledge of the nature of each and how they 
function in the context of specific health care systems; 
it also leads to errors in cross-cultural comparisons. 
Semantic network analysis[8] is one method of 
demonstrating these linkages and their important im- 
plications for health care. Symbolic analyses have also 
disclosed the organization of the health care aspects 
of society as a cultural system [9-14]. However, it 
is to be expected that full appreciation of the structure 
and functions of this cultural system will only follow 
upon ethnographic studies that test specific hypoth- 
eses generated by theoretical models of the system, 
and that use those models to focus their phenomeno- 
logical descriptions [15]. We can already see this hap- 
pening in field studies of medicine in Chinese cul- 
ture [3], which have become more sophisticated, in 
part, in response to better medical anthropological 
and cross-cultural medical models. Cross-cultural 
comparisons either must wait for the emergence of 
this new kind of medical ethnography, or incorporate 
that approach simultaneously in several different field 
settings. Studies of change in health beliefs and prac- 
tices must examine changes in health care systems. 


THE STRUCTURE OF HEALTH CARE SYSTEMS 


Most health care systems contain three social 
arenas within which sickness is experienced and 
reacted to (see Fig. 1). These are the popular; profes- 
sional; and folk arenas. The popular arena comprises 
principally the family context of sickness and care, 
but also includes social network and community ac- 
tivities. In both Western and non-Western societies 
somewhere between 70 and 90% of sickness is 
managed solely within this domain [4, 16, 17]. More- 
over, most decisions regarding when to seek aid in 
the other arenas, whom to consult, and whether to 
comply, along with most lay evaluations of the effi- 
cacy of treatment, are made in the popular domain. 
Until very recently, medical anthropology tended to 
deemphasize studies of this domain, while at the same 
time it overemphasized studies of the folk arena. The 
latter consists of non-professional healing specialists, 


Professional — 
sector 


| 


Points of interaction, 
entrance,and exit 


Beliefs 
Choices and decisions 
Roles 
Relationships 
Interaction settings 
Institutions 


__— Folk sector 


ies Boundary lines 


Points of interaction, 
entrance, and exit 


Nee 


Health ccre 


Fig. 1. Health care system: internal structure. 
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sometimes classified by ethnographers into sacred and 
secular groups. The professional arena consists of 
professional scientific (“Western” or “cosmopolitan”) 
medicine and professionalized indigenous healing tra- 
ditions (e.g. Chinese, Ayurvedic, Yunani, and chiro- 
practic). 

These arenas contain and help construct distinct 
forms of social reality. That is, they organize particu- 
lar subsystems of socially legitimated beliefs, expec- 
tations, roles, relationships, transaction settings, and 
the like[{18]. These socially legitimated contexts 
of sickness and care, I shall refer to as separate clini- 
cal realities [19]. From the standpoint of our model 
these clinical realities are culturally constructed. They 
differ not only for different societies, but also for the 
different sectors or arenas of the same health care 
system, and often for different agencies and agents 
of care in the same sector. Furthermore, they accu- 
rately reflect major changes in the underlying socio- 
political sectors of care and their ideological (cultural) 
structures. 


THE CORE ADAPTIVE TASKS OF HEALTH 
CARE SYSTEMS 


From a functional perspective, health care systems 
perform certain culturally (and frequently psychoso- 
cially) adaptive tasks in the face of sickness [20]. For 
analytic and comparative purposes six core adaptive 
tasks can be distinguished: 

(1) The cultural construction of illness as a socially 
learned and sanctioned experience (see section on dis- 
ease/illness below). 

(2) The cultural construction of strategies and eva- 
luative criteria to guide choices amongst alternative 
health care practices and practitioners, and to evalu- 
ate the process and, most importantly, the outcome 
(efficacy) of clinical care. 

(3) The cognitive and communicative processes in- 
volved in the management of sickness, including: 
labeling, classifying, and providing personally and 
socially meaningful explanations. 

(4) Healing activities per se, including all types of 
therapeutic interventions, from diet, drugs, and sur- 
gery to psychotherapy, supportive care, and healing 
rituals. 

(5) Deliberate and non-deliberate health enhancing 
(largely preventive) and health lowering (sickness pro- 
ducing) behaviors [21 ]. 

(6) The management of a range of therapeutic out- 
comes, including cure, treatment failure, recurrence, 
chronic illness, impairment, and death. 

These functions are what health care or healing is 
all about. Although each function can be identified 
in systems of health care in virtually all societies for 
which we possess adequate ethnographic data [3, 22], 
the cross-cultural variation in the mechanisms used 
to fulfill these core clinical tasks is considerable. 
There also are obvious differences in the way certain 
of the tasks are performed by the entire health care 
system, while others are carried out by particular 
sectors or subsectors. Major discrepancies in the 
performance of specific tasks also reflect substantial 
differences in clinical realities. 

Healing, in one sense, is the sum of the core clinical 


tasks of the health care system. That implies it is the 
cultural system as a whole which heals. This type of 
healing we shall refer to as cultural healing. Although 
the healing process usually involves two related acti- 
vities—the provision of effective control of the disease 
and of personal and social meaning for the experience 
of illness—cultural healing principally involves the 
latter. From this perspective, then, we recognize the 
paradox that the cultural shaping of iilness as a psy- 
chosocial experience, under the influence of cultural 
rules which govern the perception, valuation, and 
expression of symptoms and which determine the par- 
ticular characteristics of the sick role, is itself part 
of the healing process. Similarly, the socially sanc- 
tioned criteria for evaluating therapeutic efficacy, 
another ingredient of cultural healing, can produce 
the additional paradox that healing is evaluated as 
successful because the sickness and its treatment have 
received meaningful explanations, and related social 
tensions and threatened cultural principles have been 
dealt with appropriately, in spite of the fate of the 
sick person and his sickness, as has been suggested 
by Turner [14], Douglas [23], Kleinman and Sung 
[24], and Young[25]. From the standpoint of the 
health care system model, cultural healing occurs so 
long as the core clinical tasks are adequately per- 
formed. When that happens, healing must take place: 
there is a “fit” between expectations, beliefs, behavior, 
and evaluations of outcome. Cultural healing clearly 
raises basic questions about how sickness and thera- 
peutic efficacy are to be construed, and how the core 
clinical tasks of health care systems are to be evalu- 
ated and compared; questions which we shall return 
to later in the paper. Healing, then, needs to be evalu- 
ated on different analytic 
psychological; social; and cultural 


Just as the cultural construction of the 


levels: physiological; 
illness ex- 
perience and of the criteria for evaluating therapeutic 
outcome are built into health care systems, so too 
are institutionalized conflicts between lay and practi- 
tioner views of clinical reality and evaluations of 
therapeutic success. These conflicts, which are heigh- 
tened by increasing differentiation (specialization of 
knowledge and social role), and which therefore are 
greatest in more modern societies and in illness epi- 
sodes which cross different sectors and 
the health care system, systematically produce prob- 
lems for clinical care. I shall refer to this process as 
cultural iatrogenesis [26]. In other words, on the level 
of the cultural system, certain obstacles to effective 
health care, such as major discrepancies between the 
therapeutic goals of practitioners and _ patients 
[ 27, 28], are built into the workings of the health care 
systems, as the next section will illustrate 


subsectors of 


EXPLANATORY MODEL TRANSACTIONS 
IN HEALTH CARE RELATIONSHIPS 


In each sector of the health care system, explana- 
tory models (EMs) can be elicited from practitioners, 
patients, and family members for particular sickness 
episodes [29-31 ]. 

EMs contain explanations of any or all of five 
issues: etiology; onset of symptoms; pathophysiology; 
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course of sickness (severity and type of sick role); and 
treatment. EMs are tied to specific systems of knowl- 
edge and values centered in the different social sectors 
and subsectors of the health care system. Thus they 
are historical and socio-political products. Health 
care relationships (e.g. patient-family or patient—prac- 
titioner relationships) can be studied and compared 
as transactions between different EMs and the cogni- 
tive systems and social structural positions to which 
they are attached. On the cultural level, we can view 
these transactions as translations between the differ- 
ent idioms into which the separate health care system 
sectors articulate illness as psychocultural networks 
of beliefs and experiences. Not infrequently, EMs con- 
flict. When they do, recent evidence suggests these 
conflicts impede health care [30, 32]. Here communi- 
cation has been shown to be a major determinant 
of patient compliance, satisfaction, and appropriate 
use of health facilities, while cultural influences on 
clinical communication, when unappreciated and not 
responded to, have been shown to lead to substantial 
problems in patient care[11,33]. In terms of our 
model, EMs construct different clinical realities for 
the same sickness episode, which in turn are reflected 
in discrepant expectations and miscommunication, 
and ultimately in poor clinical care. These conflicts 
reveal the underlying discrepancies in status and 
power between the key participants in health care 
relationships. 

Since much of clinical communication takes place 
in the context of the family and lay referral system, 
and since, even when it occurs with practitioners, it 
often involves the family as well as the patient, the 
traditional dyadic model we employ to understand 
this process is inadequate and almost certainly a ser- 
ious distortion of the more complex, multi-person 
transactions that actually occur in most of health 
care. For example, though the EMs of biomedicine 
may structure a view of clinical reality in which the 
sickness is located within the body of the sick person, 
and care is viewed as treatment of the diseased organ 
by the doctor, those of the popular culture may locate 
the problem in the family and may label the entire 
family as sick. The target of treatment, then, will be 
seen as involving considerably more than the patient’s 
body. The doctor will be viewed as only one, and 
perhaps not the most important, agent of treatment. 
And the family—patient relationship or family—doctor 
relationship will be regarded as the “real” therapeutic 
relationship. Similarly, patient and family EMs will 
lead to treatment interventions and evaluations of 
therapeutic outcome that most of the time have 
nothing to do with biomedicine, and that therefore 
require other than biomedical concepts for their expli- 
cation. 

The explanatory model concept illuminates how 
problems in clinical communication frequently rep- 
resent conflicts in the way clinical reality is conceived 
in the popular, folk, and professional arenas of the 
health care system; and therefore it points to the sys- 
tematic entailment of these problems within that cul- 
tural system. An illustration of this process is the 
usually tacit but often significant conflicts between 
professional medical (especially biomedical) EMs that 
construe sickness as disease and lay (popular culture) 
EMs that construe sickness as illness [31]. 


DISEASE AND ILLNESS EMs OF CLINICAL 
REALITY 


A valuable, if still incompletely worked out, theor- 
etical distinction in medical anthropological writ- 
ings [34] is that between disease and illness aspects 
of sickness. In the language of our model, disease 
denotes a malfunctioning in or maladaptation of bio- 
logical and/or psychological processes. Illness, on the 
other hand, signifies the experience of disease (or per- 
ceived disease) and the societal reaction to disease. 
Illness is the way the sick person, his family, and his 
social network perceive, label, explain, valuate, and 
respond to disease. 

Neither disease nor illness is a thing, an entity, in- 
stead they are different ways of explaining sickness, 
different social constructions of reality. Disease is 
most commonly associated with the EMs of profes- 
sional practitioners (modern or indigenous), where it 
relates to special theories of disease causation and 
nosology that are stated in an abstract, highly techni- 
cal, usually impersonal idiom (e.g. the disease models 
of biomedicine, or Chinese and Ayurvedic medicine). 
Although these EMs are frequently segregated from 
the general public and have traditionally involved 
limited access for an elite group, more and more in 
modern societies this knowledge has been made avail- 
able to and is used by the laity. Illness is principally 
associated with the EMs of the popular culture arena 
of health care, where sickness is most frequently arti- 
culated in a highly personal, non-technical, concrete 
idiom concerned with the life problems that result 
from sickness. Besides the family, illness EMs are 
sometimes used by practitioners who employ a psy- 
chosomatic or family therapy framework, and es- 
pecially by folk practitioners, who, even if they 
employ a technical theoretical EM, tend to couch it 
in the popular cultural idiom [30, 35, 36]. Support for 
the last category comes from the frequently docu- 
mented finding that folk healers who work with cos- 
mological explanations often proffer them in associ- 
ation with strikingly sensitive sociological and 
psychological explanations [14, 19, 23]. 

Viewed from the perspective of the cultural system, 
health care relationships frequently are transactions 
between disease and illness models of sickness. Here 
we find the culturally construed conflict, previously 
mentioned, in which professional practitioners see 
sickness only as disease and proffer explanations that 
transmit technical information and treatments that 
are technical “fixes”, whereas patients seek not only 
symptom relief, but also personally and_ socially 
meaningful explanations and psychosocial treatments 
for illness [31]. Put somewhat differently, professional 
practitioners talk about sickness in a sector-specific 
language of biological functions and _ behavior, 
whereas patients and families, even when they incor- 
porate terms from the former, talk about sickness in 
a culture-wide language of experience [37]. One 
reason why indigenous folk healers do not disappear 
when modernization creates modern professional 
medical systems is that they often are skilled at treat- 
ing illness [24]. Indeed, we can look upon the legiti- 
mated role of social workers, psychiatrists, pastoral 
counselors, and patient advocates, as well as folk 
healers, in fully modern societies such as the U.S. as 
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using a language of experience and treatment for ill- 
ness, which would otherwise go untalked about and 
untreated when sickness extends beyond the context 
of the family into the professional biomedical domain. 

Future comparative cross-cultural studies of health 
care systems may be able to test the intriguing hy- 
pothesis generated by this discussion that cultural 
healing should be a regular feature of small-scale, pre- 
literate societies, a less regular feature of modernizing 
societies, and significantly weakened in fully modern 
societies, whereas cultural iatrogenesis should relate 
inversely to this predicted correlation. A related hy- 
pothesis is that the symbolic meanings attributed to 
the experience of illness are the cultural medium for 
the placebo effect as well as the basis for clinical man- 
agement problems, and that the former is lessened 
and the latter heightened by social change and cul- 


tural pluralism. Other interesting hypotheses spun off 


from our model will be taken up in the final section 
of the paper. 

Another researchable issue is whether in fully 
modern societies the spread of the biomedical disease 
model in the popular culture [38] is transforming the 
health care-related beliefs and expectations of that 
sector, so that lay people, especially in the educated 
middle-class, are operating with a more mechanistic 
and less psychosocial model of clinical reality, and 
are accordingly more interested in technical informa- 
tion and interventions, and less interested in socially 
meaningful explanations and psychosocial interven- 
tions. To answer this question we will have to learn 
much more about the structure of popular medical 
rationality in developing and fully developed societies, 
not just amongst minority groups but also in the 
mainstream culture. And we will need to be able to 
compare and contrast popular medical rationality 
with both biomedical rationality and its transforms 
in actual clinical practice. That will obviously require 
a new research terminology, since biomedical rationa- 
lity cannot be used to study these other cognitive 
domains on their own terms. For example, Zola [38] 
argues that to appreciate the nature of popular 


medical thought we must begin with the concept of 


“trouble”. This is a broad popular category contain- 
ing, amongst a range of troubles, troubles due to sick- 
ness, and linking to a broader set of management 
options than simply medical treatments. It also will 
require a new research methodology for analyzing 
and comparing clinical realities, including biomedical 
versions of clinical reality. Here an autonomous 
anthropology of suffering and human services would 
offer distinct advantages not to be gained from a 
medical anthropology dominated by biomedical para- 
digms. 

The EM model, unlike the research strategies found 
in most medical ethnographies, focuses on actual 
transactions between patients (and their families) and 
practitioners. It suggests that merely eliciting the 
ideas of the one or the other, without studying how 
those ideas interact, is insufficient. It is the process 
of interaction which discloses the real structures of 
knowledge, logic, and relevance that operate in differ- 
ent health care sectors and systems, and which reveals 
how they are used in the healing process. Ethnomedi- 
cal taxonomies do not provide this data, and there- 
fore are a serious distortion of the nature and func- 


tion of medical cognition. On the other hand, the 
EM model, because it is a model of cognitive trans- 
actions in health care, promises to grant us a deeper 
appreciation of the mechanisms through which cul- 
ture influences decisions about and evaluations of 
treatment. 

Models of communication and cognitive change, 
like the EM model, can be used to study pluralism 
in medical beliefs, choices, and treatments, whose 
extent and significance we are only now beginning 
to appreciate [39]; indeed the EM model is based on 
an understanding of health care systems as pluralistic 
systems. Such models also can be applied in studies 
of how medical modernization and indigenization 
affect cognition and behavior as well as institutions 
[13]. These are the kinds of questions that new con- 
ceptual models in medical anthropology need to 
study. Such models, like the EM framework, must 
be able to examine both individual as well as social 
dimensions of health care beliefs and actions. Neither 
alone gives a satisfactory analysis of sickness and 
healing. 

But the study of explanatory model transactions 
in health care is only one component of the larger 
comparative study of clinical realities. That larger 
study, which almost certainly will extend and change 
our knowledge of the cultural context of sickness and 
care, requires methods which are not yet available. 
Those methods, given the nature of the problem, must 
be interdisciplinary; they must draw from ethno- 
graphic, clinical, epidemiological, and social psycho- 
logical sources. They must relate sociopolitical and 
environmental determinants to biological and cogni- 
tive processes through the medium of cultural systems 
of meaning. Clearly, they will require models and 
concepts which consider health and sickness to be 
the results of complex multi-factor interactions, on 
biological, psychological and social levels, not the 
results of single determinants operating on only one 
level of analysis. Notwithstanding this early stage of 
development in research methods, the evolution of 
a more precise and complex problem-framework is 
an indication of the advance of theory, and also a 
sign that our present theories are still inadequate. 

All of which suggests that this area of medical anth- 
ropology is undergoing a shift in paradigms. The old 
research paradigm, built by Rivers, Sigerist, Ackerk- 
necht, Clements, and other “founding fathers” of our 
discipline to conceptualize medicine in “primitive” 
societies, is simply no longer sufficient for integrating 
the more complex and sophisticated findings that are 
the result of an extension of our interest toward the 
full range of social contexts and medical systems, and 
toward a much wider set of concerns than the tradi- 
tional biomedical issues in “medicine” [3]. The new 
paradigm, whatever it be, will probably not only help 
us to rethink aspects of our own discipline, but also 
to rethink medicine as well, since the medical enter- 
prise is similarly suffering from antiquated conceptual 
models and the absence of new meta-theoretical ex- 
ploration, especially with respect to its social involve- 
ments. For example, now that family medicine and 
primary care see social science as one of their basic 
sciences, it is appropriate to use medical anthropo- 
logical ideas to help them construct a new paradigm 
for clinical practice. Another example would be refor- 
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mulating the “medical model”, which, as it presently 
stands in biomedicine, is notoriously inadequate. A 
reformulation of the medical model ought to include 
medical anthropology’s understanding of medicine as 
a cultural system, as well as our appreciation of the 
mechanisms by which culture systematically in- 
fluences disease/illness and healing. These are illus- 
trations of the importance of systematic translation 
of medical anthropological concepts into the medical 
field; and the reverse is equally important. New 


models for our field should facilitate this process of 


translation [40]. 


THE BIOCULTURAL CONTEXT OF HEALTH 

CARE SYSTEMS, AND ITS RELATION TO 

SOCIO-PSYCHO-SOMATIC INTERRELATION- 
SHIPS IN SICKNESS AND HEALING 


Of many other issues about health care systems 
which could be elaborated, their biocultural context 
is of special interest. Although this subject is far too 
large to be reviewed in this space, certain points, rele- 
vant to our model, are worth noting. Stated baldly, 
the cultural construction of illness as a psychosocial 
experience entails complex psycho- and socio-somatic 
processes that both feed back to affect disease and 
play a role in the process of healing disease and ill- 
ness [41-44]. The fact that these processes are in- 


volved in the organization of health, illness, and heal- 
ing as a cultural system means that the health care 
system helps to mediate the impact of social environ- 


mental and psychological factors on physiological 
processes. Various models have been advanced to 
explain how this occurs, including operant condition- 
ing, social learning, information theory, and others 
[45-48]. However it is accomplished, it is clear these 
processes are actively involved in the relation of stress 
to disease [49] and the effects of psychotherapy and 
other symbolic therapies on physiological patho- 
logy [50]. Incomplete as our knowledge still is, it is 
nonetheless essential that future studies of health care 
systems focus on this biosocial bridge, and employ 
appropriate methods for assaying its significance in 
health, illness, and health care. This argues for a 
strong biological anthropology component in medical 
anthropology [51], one which is concerned with the 
relation of culture and stress; and it also argues for 
the need to add a biological dimension to the cultural 
dimension of medical anthropological theories [ 40, 52, 
53]. It adds further support to the view of medical 
anthropology as an interdisciplinary bridge between 
biomedical and social sciences, a bridge often ac- 
knowledged but rarely studied. 


HYPOTHESES FOR ETHNOGRAPHIC AND 
COMPARATIVE CROSS-CULTURAL STUDIES 
OF HEALTH CARE SYSTEMS 


A comprehensive model such as this is best evalu- 
ated with respect to its applications. I have used this 
model to study cultural patterning of the phenomeno- 
logy of depression amongst Chinese patients [54], to 
analyse clinical communication, to compare it for a 
range of types of practitioner—patient transactions 
[30], and to study the efficacy (and mechanisms of 


efficacy) of shamans and other indigenous healers in 
Taiwan [24]. In each instance I found the biomedical 
paradigm to be inadequate, and the model I have 
discussed more useful as a research framework. The 
raison d’étre for the model is precisely to provide an 
alternative social and cultural model to challenge the 
egregiously distorting biological reductionism of the 
biomedical model in research and teaching [31]. Un- 
fortunately, it is not feasible in this space to both 
describe and demonstrate the model. But the hypoth- 
eses which follow should enable the reader to assess 
certain of its uses. 

These hypotheses, which fluctuate widely in degree 
of specificity and feasibility for being tested in the 
field, flow directly from the model and concepts that 
I have outlined. Some can be applied in ethnographic 
and comparative cross-cultural studies, and some are 
directly relevant to clinical and public health issues. 
Others are simply open-ended questions, an invitation 
to readers to ask specific questions about the model 
and concepts, or to raise more general issues about 
the study of medicine as a cultural system. Not sur- 
prisingly, the hypotheses reflect the interdisciplinary 
tug between anthropological and medical interests in 
our field: a source of difficulty, but also of great 
opportunity. That tension is responsible for much of 
what is unique about our discipline. Rather than try 
to reduce or ignore it, we ought to exploit it as a 
basic dialectic running through our work. 


Hypotheses: 

(1) Except for those relatively few societies which 
lack professional (indigenous or Western) and/or folk 
practitioners, the health care systems of contemporary 
and historical societies can be described by the tripar- 
tite typology outlined above. All health care agencies, 
agents, and functions can fit within the model. Both 
pluralism and change can be mapped on the model. 

(2) By specifying the differences in clinical realities 
and explanatory models for the sectors and subsectors 
of a given health care system, we can predict conflicts 
which result from their interaction. Recognition of 
such differences, and attempts to negotiate between 
the discrepant EMs of patients, families, and practi- 
tioners, should prevent major conflicts in health care 
transactions. Prevention of major conflicts between 
EMs, and the clinical realities they represent, should 
exert a positive influence upon patient adherence to 
the medical regimen, satisfaction, and appropriate use 
of health facilities, and potentially might speed ejec- 
tion from the sick role and return to normal social 
role and function. 

(3) Inter-system comparisons of clinical realities 
should disclose the chief mechanisms by which cul- 
ture influences health care systems. Both inter- and 
intra-system comparisons of clinical realities should 
also reveal the nature and extent of historical, politi- 
cal, economic, technological, and epidemiological in- 
fluences on health care. That is, the health care system 
can be looked upon as a micro-record of these effects. 

(4) Such comparisons will demonstrate particular 
patterns of conflicts and dominance between sector 
and subsector clinical realities which are character- 
istic of each system, but which also show a clear pat- 
tern of influence resulting from modernization and 
Westernization. Recognition of such typical patterns 
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may help predict (and thereby prevent) problems for 
health care produced by the processes of moderniza- 
tion and Westernization. 

(5) All clinical realities and the EMs they entail 
can be shown to be culture-specific, including those 
of biomedicine. Conversely, biomedicine does not 
contain culture-free clinical realities and EMs. Fur- 
thermore, clinical realities and EMs also are specific 
for their social structural position within the health 
care system. Thus, in our own health care system, 
for example, the conflict between medical and social 
deviance models with regard to mental illness, in part, 
must be viewed as due to their social structural speci- 
ficity as biomedical and sociological models, and the 
underlying professional and political struggles for 
power that conflict implies. Resolution of this conflict 
cannot occur within either subsector, but requires in- 
corporation of these models into an overarching 
scientific framework for studying sickness and treat- 
ment across cultural system and social structural 
boundaries. That resolution will require major social 
and political change. Any candidate for that overarch- 
ing framework must view medicine as a cultural sys- 
tem, and biomedicine (or medical sociology) as only 
part of that system. 

(6) Most, and perhaps all, of the so-called culture- 
bound disorders can be construed as extreme 
examples of the general function of health care sys- 
tems to culturally pattern universal diseases into cul- 
turally-specific illnesses. 

(7) When the EMs of patients, families, and practi- 
tioners are alike there will be improved clinical com- 
munication, fewer problems in clinical management, 
and better patient adherence and satisfaction. Con- 
versely, when their EMs are substantially dissimilar, 
clinical communication and patient adherence and 
satisfaction will be worse, and there will be an in- 
crease of significant problems in clinical management. 
Cultural healing will be more likely to occur in the 
former case than in the latter. Indigenous folk healers 
should do better than professional practitioners in 
clinical communication and the treatment of illness, 
while professional practitioners do better at the treat- 
ment of disease. Where the latter are trained to syste- 
matically negotiate with patient and family EMs, and 
to recognize and treat illness, clinical communication 
and patient adherence and satisfaction should im- 
prove, and problems in clinical management should 
be reduced. 

(8) The six core clinical tasks of health care systems 
can be shown to produce culturally, psychosocially, 
and biologically adaptive effects. Health care systems 
can be evaluated by analyzing how successful they 
are in producing these adaptive effects. Along with 
this measure of their efficacy, health care systems can 
be compared with respect to the nature and extent 
of the problems for health care that they create. Their 
efficacy in the treatment of specific disease/illness can 
also be determined. 

(9) Evaluations of the efficacy of health care must 
take into account the two-fold nature of healing: pro- 
vision of control for the disease and of meaning for 
the illness. The healing of disease and the healing of 
illness must be evaluated separately, if cross-cultural 
comparisons of the efficacy of health care are to hold 
any significance. 


(10) For ethnographic description and _ cross- 
cultural comparison, health care systems need to be 
treated as local systems. Specific types of local health 
care resources and the patterns of utilization depen- 
dent on them, for example, may account for signifi- 
cant variation between localities. Political, economic, 
and social determinants can produce similar local 
variation. Local settings are useful for field studies 
because they allow investigators to relate health care 
systems to particular environmental influences, and 
thereby to reconstruct the ecology of those sytems. 
Because they are local systems, health care systems 
cannot be equated with an entire society. Each society 
possesses distinct local systems of health care. In 
Chinese cultural settings, for example, we find many 
health care systems in the same society (e.g. Taiwan 
or Hong Kong), and these differ from each other as 
well as from health care systems in other Chinese 
societies and in non-Chinese societies with substantial 
Chinese populations [3]. Thus, one can make intra- 
societal, inter-societal but still intra-cultural, and 
inter-cultural comparisons of those health care sys- 
tems. 

(11) Comparison between health care systems in 
different cultures will reveal significant differences in 
the relative size and salience of particular systems and 
their sectors. For example, there are differences in the 
kinds of problems legitimated as belonging to systems 
of health care or their sectors; and these differences 
may increase or decrease the social space they occupy. 
There also are differences in the extent to which 
health care systems perform important non-medical 
functions, such as social control. Comparison of 
health care systems in traditional, developing, and 
fully developed societies should enable us to test the 
medical sociological thesis that there is a progressive 
medicalization of modern societies, such that prob- 
lems previously labeled moral or political are increas- 
ingly legitimated as part of the health care system, 
especially its professional sector [39]. This thesis runs 
counter to the anthropological argument that in 
small-scale, preliterate societies medical systems tend 
to serve more general (non-medical) functions than 
in more developed and differentiated societies [55]. 
These hypotheses are of special comparative interest 
because they can be examined in historical as well 
as in cross-cultural studies. 

(12) Kunstadter [40] has hypothesized that plural- 
ism of medical beliefs, choices, and therapeutic strate- 
gies offers adaptive advantages to health care systems. 
Instead of producing negative effects, as some pro- 
ponents of the symbolic unity of cultural systems have 
led us to believe, cognitive dissonance (multiple and 
competing health care strategies), at least in the health 
care system, may well have distinct advantages for 
biological survival, the resoiution of psychosocial ten- 
sions, and the evolution of adaptive cultural strate- 
gies. The EM framework can be used to articulate 
this hypothesis in a more precise and quantifiable 
form that then can be either confirmed or discon- 
firmed in field studies. 

(13) Finally, the very fact that it has been recog- 
nized and studied as a cultural system has placed a 
particular bias on the anthropological study of medi- 
cine in society. This happened because most earlier 
interest in this subject grew out of an anthropological 
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study of religious systems. As a result, the non-sacred 
aspects of sickness and treatment received little atten- 
tion until fairly recently [56]. Ethnographers looking 
for a strategic focus for studying medicine as an eth- 
nographic category tended to center on ritual activi- 
ties. That has produced considerable distortion in 
many ethnographies, since sickness must be centered 
on in order to grasp the scope and activities of health 
care systems. This bias, I predict, will not be found 
in most future medical ethnographies (see [6] for an 
example of what is to be gained from correcting this 
bias). Those ethnographies, and comparative studies 
along with them, should rewrite the story of medicine 
in society: in part, because they are biomedicall; 
sophisticated; but in larger part, because they rep- 
resent an advance in conceptualizing and investigat- 
ing medicine as a cultural system, and in so doing 
challenge the traditional biomedical paradigms with 
anthropological concepts and methods which achieve 
a broader and more inclusive understanding of sick- 
ness and healing in society. 
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DISCUSSION ON ARTHUR KLEINMAN’S PAPER 


Reporter: ANTHONY ‘THOMAS 


University of North Carolina, Chapel Hill, NC 


As a preface to discussing some of the main points in his 
paper, Arthur Kleinman expressed his belief that medical 
anthropology should be relevant to the education of phys- 
icians and to the practice of general medicine. Kleinman 
stressed that theory should be the grounding for clinical 
practice. He also emphasized that medical systems are both 
social and cultural systems, and cited the following passage 
in his paper: 


“To divorce the cultural system from the social system 
aspects of health care in society is clearly untenable. The 
title of this paper merely reflects an emphasis on the 
cultural dimension. I am sure that other participants at 
the Conference will make the alternate emphasis.” 


In his prepared commentary Ronald Frankenberg criti- 
cized Kleinman for asserting that you cannot talk about 
culture without situating it socially, but then going ahead 
to do exactly that. Frankenberg said that in Kleinman’s 
Parsonian approach, conflict is a failure to communicate 
instead of a process intrinsic to the system. In contrast 
he would ask, “Where is the principal contradiction?” 
Frankenberg argued that medical anthropology should show 
the nature and importance of the structural oppositions 
in the practices which generate the different explanatory 
models of clinicians and patients elaborated by 

Professor Frankenberg noted that the relationship 


-rtaini 


tween pupil and teacher, patient and doctor, and cer 


y 


that of employee and employer have common character- 
istics. Citing the work of Rolf Dahrendorf, Frankenberg 
stated that structurally based conflict exists in all authority 
relationships. Consequently, in regard to both theoretical 
and practical considerations, Frankenberg advised Klein- 
man that it is necessary to situate the analysis of a cultural 
system within a system of political economy, not Just to 
give lipservice to the presence of both social and cultural 
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FROM CLASSIC TEXTS TO LEARNED PRACTICE: 
METHODOLOGICAL REMARKS ON THE STUDY OF 
INDIAN MEDICINE 


FRANCIS ZIMMERMANN 


Ecole des Hautes Etudes en Sciences Sociales, Paris 


Abstract 


Assumptions about the continuity of medical traditions and the existence of medical systems 


are based upon ready-made realities. An alternative approach, exemplified in the works of Bachelard, 
Canguilhem, Foucault and others, focuses on historical discontinuities and the epistemological interpre- 
tation of texts to reveal processes of change in cultural paradigms. By decomposing traditions the 


stratification of levels of language can be examined 


I illustrate this approach with material from 


my own study of medicine in the state of Kerala, India 


Tradition is not only a concept to be used when defin- 
ing the subject-matter of a study as when we specify 
such and such medical traditions; there are methodo- 
logical traditions as well. The present paper aims at 
introducing one of these methodological traditions 
which flows from the works of Gaston Bachelard 


(1884-1962). While I was perusing the programme of 


this session, I realized how deep was the difficulty 
in integrating my own references—current books on 
medical history in French—into the literature already 


cited by Professor Leslie. We are invited here to ana- 
lyse the processes of change and continuity in medical 
systems; we are dealing with acculturation processes, 


and so on. Each of these phrases refers to a classical 
problem in American anthropology. When facing 
them, I do not feel at ease, I have the feeling of what 
may be called a kind of particularism, in the methods 
and training upon which I rely. To give an idea of 
my intellectual background, it may be worth while 
presenting a set of theoretical reflections which consti- 
tute the common heritage of Bachelard’s students; 
they have given birth to a whole line of medical his- 
torians, whose books—excepting those by Michel 
Foucault—are still awaiting translation. 

These few remarks will be made from the back- 
ground of a personal research carried out in Kerala 
(South India) among learned practitioners of classical 
Hindu medicine who belong to a particular subcaste 
of Brahmins whose name is a kind of pun or puzzle: 
Astavaidya-s, “physicians (devoted to) Ast (@rga)”, 
Astanga “the Octopartite” being another name for the 
Ayurvedic system. They are Sanskrit experts, they 
refer daily to classic texts, and to the commentaries 
written by their fore-fathers. For centuries they have 
upheld the tradition of Vagbhata’s Astangahrdaya, 
“The heart of the Octopartite (system)”, one of the 
classics (6th cent. A.D.) whose fame reached Tibet 
and Persia. Under the guidance of one of those 
learned practitioners, | am studying the successive 
stages of Vagbhata tradition in Kerala, through the 
series of mediaeval recensions and modern commen- 
taries. More exactly, my purpose is to search for vari- 
ants in medical practice, and to account for the 
appearance of pharmaceutical and therapeutical spe- 
cialities. Let me cite a highly recommended diaphore- 
tic massage with a decoction of Sida cordifolia: such 


a process, unknown outside Kerala, is quite orthodox 
and flows logically from the classic texts, in spite of 
the fact that it is not specified except in modern 
Sanskrit tracts (from the 17th to 19th century). This 
study, which consists mainly in scrutinizing texts 
(family manuscripts, partly published), would merge 
into Sanskrit philology, but for the attempt to com- 
pare classic tenets with modern and local variants. 
It raises one or two questions to be looked into in 
the light of the methodological tradition already 
referred to, viz. the position of a particular doctrine 
within the whole set of medical institutions and prac- 
tices, and also, the internal consistency of a classical 
tradition throughout time. 

Before we go any further, the theme: “Medical sys- 
tems as cultural systems”, needs a few words of 
explanation. System may be used with two different 
meanings. It may be used either to stress the mere 
interaction of facts in a given setting, or to designate 
the construction of a model. We must clear away this 
ambiguity 

I. The phrase (“Medical systems”) can be a mere 
empirical statement that would take for granted the 
orderliness of medical institutions and practices inside 
a given local or professional framework, as when I 
say for instance, the modernizing Medical system of 
Kerala to-day, or the Ayurvedic system of medicine, 
ete, Here the that there is a system is pure 
assumption: we organize the ethnographic data into 
framed wholes: in Kerala to-day, for instance, the 
whole historical network of social roles and medical 
beliefs. As for the Ayurvedic system, a profession 
among others, the body of physicians registered as 
practising in this system of medicine, their beliefs, 
practices and paraphernalia. Thus, in the first sense 
of the term, the definition of a medical system is pur- 
ely concerned with facts. Geography, Law, etc. have 
traced out its boundaries. From this outlook, the 
stress is laid on the continuity of traditions. The Ayur- 
vedic tradition consists at the outset of a series of 
canonical texts handed down through particular lines 
of Brahmin physicians; subsequently, it is profession- 
alized and becomes an establishment. a medical system 
among others (Allopathic, Homoeopathic, etc.), inte- 
grated into the melting-pot of traditions, scholarly 
and popular, indigenous and foreign, which constitute 


idea 
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the whole modernizing Medical system (a system of 
systems). Since a tradition is an observable unit of 
beliefs and practices, we are dividing the whole setting 
into various interacting traditions. 

We shall mention local, professional, sophisticated 
and popular systems of medicine, which are number- 
less but may be classified as variants of each other 
and reduced to a small set of generic types. But, even 
if the data be selected by an observer who does not 
pretend to itemize all varieties of cure, such entities 
as “the Medical system of Kerala to-day”, or “the 
Ayurvedic system of medicine”, are ready-made units 
marked out by administrative, ecological or cultural 
boundaries. When choosing to study one of these 
units, or systems or traditions, we take for granted 
the ready-made groupings of facts, the usual splitting 
up of knowledge into various branches, so that for 
instance, in India, the greater sanskritic and scholarly 
tradition is separated from the little parochial and 
popular traditions. Here we meet with a distinction: 
great tradition vs little traditions, that stirred up a 
long-lasting controversy, when it was introduced into 
the field of Indian studies. The distinction between 
the two levels of Hinduism is obvious: the consistency 
of sanskritic Hinduism, which transcends provincial 
boundaries, contrasts with the various processes of 
modernization, professionalization, parochialization, 
and so on. The distinction is apparent in the material 
itself—literature vs custom; it is specified in the meth- 
odological approach—Sanskrit studies vs anthropo- 
logical fieldwork. But it is nothing more than tracing 
the boundaries between the various 


over usual 


departments of knowledge. We must react against this 
kind of positivism, we must question these ready-made 


groupings or splittings 

II. Then, we reach the second meaning of the 
phrase, namely, the construction of a model that 
would account for the consistency of one and the 
same network of conceptual relations all through the 
various traditions or systems it englobes. 

Suppose we adopt, as a working hypothesis, the 
idea that—to quote Louis Dumont and David 
Pocock [1 ]—‘there is some homogeneity between 
popular practice and literary disquisitions”. If there 
is some homogeneity between the observable prac- 
tices and local traditions in Kerala to-day, and the 
doctrines codified in Sanskrit texts, we shall be able 
to extend to the level of scholarly medicine a part 
of the conceptual relations discovered on the popular 
level. May I give an example to illuminate this argu- 
ment? 

Some years ago, the Marma system of medicine 
acquired an official status in Kerala. One clause of 
the Kerala Medical Practitioners Bill, 1972 specified 
for the first time: “Indian medicine means the Ayurve- 
dic medicine, the Siddha medicine, the Unani tibbi 
medicine and the Marma medicine.” Roughly speak- 
ing, we may say that Marma medicine is simply bone- 
setting. But to understand the unusual promotion of 
bone-setting to the rank of a profession, one must 
remember the ancient martial and sporting traditions 
of the Nayars, a powerful caste of Kerala. Young 
Nayars were educated in fencing-schools named 
kalari-s (in the vernacular). The fencing-master—and 
that also is a caste tradition among Panikkars and 
Kurups—received from his father the secrets of bone- 


setting and diaphoretic massages to give flexibility to 
the muscles and articulations. This traditional “fric- 
tion, embrocation” (tirummal, in the vernacular) is fre- 
quently resorted to as a cure for scoliosis, and other 
maladies, even to-day. It must be compared to the 
diaphoretic massages of Ayurvedic medicine (those 
styled in Sanskrit: pindasveda) prescribed, for example, 
in the case of rheumatic pains. For centuries, Kurup 
bone-setters have been the counterparts at the popu- 
lar level of Brahmin physicians: both traditions of 
diaphoretic massages exemplify the same conceptual 
pattern of kinesiatrics, on two different levels of the 
caste system. Among the Nayars, and their servants 
who are fencing-masters and bone-setters at the same 
time, kinesiatrics related to the Art of fencing which 
leads naturally to a popular form of surgery. Among 
the Brahmins, kinesiatrics partakes of the Art of reju- 
venation, and pindasveda massages constitute a local 
variant of the all-India practice of Ayurvedic medicine 
which repudiates any kind of surgery. The compari- 
son between the two levels is significant indeed. This 
is one and the same cultural framework, within which 
the dominant tradition formulates in a more dis- 
tinguished or prestigious way the same conceptions 
that we may discover in popular culture. 

Our object of study has to be constructed. The diffi- 
culty is that of evolving the structure in the interior 
of which the conceptual relations between several tra- 
ditions are consistent. 


THE UNDERLYING BASES OF KNOWLEDGE 


In order to give a detailed account of these meth- 
odological views, may I draw upon Michel Foucault’s 
book The Archaeology of Knowledge? Up to now, the 
history of ideas and the history of sciences have 
stressed continuity; historians have been searching for 
the intellectual filiations, the influence of forerunners, 
the continuity of traditions, the cumulative trends of 
routine thought; but, according to Foucault, “beneath 
the gross continuities of thought beneath the persis- 
tance of any genre, form, discipline, theoretical ac- 
tivity, from now on what we shall try to detect is 
the incidence of interruptions” [2,p. 10]. We shall 
look for the conceptual interruptions, breaks or 
thresholds—Bachelard said: “the epistemological 
breaks”—starting from which each new science has 
established itself by separating itself off from its ideo- 
logical surroundings. 

From the first page of his book, Foucault refers 
to the school of historians clustered round the review 
Annales. (I shall cite one of them below.) Next, he 
mentions the achievements of his teacher Georges 
Canguilhem, a philosopher and the author of a book 
entitled The Formation of the Concept of Reflex in 
the 17th and 18th Centuries [3] which, in the opinion 
of French historians to-day, has become the archetype 
of a new medical history. Canguilhem demonstrates 
that the theory of reflex action originated among the 
Vitalists and not—as one would have thought- 
among the Mechanists. It could not arise within the 
intellectual field of Cartesian mechanist physiology; 
only a vitalist theory, which assimilates life with light, 
allows the idea of a reflex action to be conceived. 
Thus, the history of sciences becomes the history of 
the prerequisites, or the history of the conditions 
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required before any new concept can appear, before 
any new problem can be formulated. The same kind 
of analysis is utilized in several books by Canguilhem, 
Foucault, Dagognet, etc. I may mention, by way of 


an example, Francois Dagognet’s The Catalogue of 


Life [4], an inquiry into the botanical, zoological and 
nosological literature of the 18th century, which exca- 
vates one of the underlying bases of this literature: 
the new methods of recording, abbreviating and tabu- 
lating information. 

Let me come back to the Archaeology where Fou- 
cault sums up the spirit of this school of historian- 
philosophers. “First”, he says, “there is a negative task 
to be carried out: to get rid of a whole set of ideas 
which propagate the theme of Continuity.... Such is 
the idea of tradition.” [2, p. 31]. A particular domain 
of knowledge, like Medicine, is a “cut-and-dried unit”. 
About such “doubtful units”, Foucault asks “from 
what background of discursive events they are to be 
singled out”, and further, “whether these units may 
not be surface reflections of more basic un- 
its” [2, p. 38]. 

The attempts to found the continuity of a given 
tradition, or the homogeneity of a particular science, 
on the persistence of its objects, style, concepts or 
themes are as many failures. 


The object 

Consider for instance the field of psychopathology. 
Foucault himself, in his famous book on The History 
of Insanity, demonstrated that insanity has no ontolo- 
gical secret. The unity of statements and arguments 


which constitute the science of psychopathology can- 
not be founded on the existence of an object called 
insanity. Under the specious identity of names like 
neurosis, melancholy, etc., medical jurisprudence, re- 
ligious casuistry, toleration or measures of repression, 
etc., perpetually diversify the objects of pathology. 


The style 

Foucault once thought that the birth of Clinical 
medicine—visual inspection, auscultation, palpa- 
tion—at the beginning of the 19th century, could be 
sufficiently defined as the birth of a new style. “Medi- 
cine was no longer made of heterogeneous traditions, 
observations and recipes, but of a collection of data 
that implied one and the same view, the same segmen- 
tation of the perceptive field... the same technique 
of transcribing what is perceived into what is said 
(same vocabulary, same set of metaphors)...” 
[2, p. 47]. The author now [2, p. 74n.] abandons the 
idea of “medical perception” that predominated in his 
previous book The birth of the clinic. It appears that 
language and perception, in other words, the style 
of medical arguments, cannot be isolated from tech- 
niques (microscope...) and social surroundings (ad- 
ministrative regulations, patterns of medical educa- 
tion...). 


Concepts 


Another way of unifying a given province of knowl- 
edge would be to isolate the permanent and generic 
concepts, and to trace their continuous elaboration 
through time. Alas, the history of concepts is not the 
history of progressive improvements. From the very 


moment of its birth, a concept passes through a series 
of ideological displacements and transformations. Just 
to cite one fascinating paper by Canguilhem [5]: the 
concept of milieu emigrates from Newtonian mech- 
anics to Lamarckian biology through the translation 
of Newton’s term fluids into milieux by the French 
mechanists of the 18th century. The word is taken 
over by Auguste Comte who defines it again from 
a mechanical, or better, functional point of view: the 
interactions between a live organism and the environ- 
ment. (Says Comte: “In a given milieu, given the 
organ, find the function, and the reverse”, Positive 
Philos., 40th lect.) Thus, by going back to Comte, and 
further back to classic mechanics, we discover the 
remote origins of a concept used in the behavioral 
sciences; we could not have made this discovery with- 
out transcending the boundaries between various 
domains of knowledge. The history of a concept is 
not that of its perpetuation, but that of its dispersion, 
dissemination and disguises. 


Themes 


A common trend among historians is to hunt up 
quotations from the forerunners of any significant 
theory: heliocentrists before Copernicus, evolutionists 
before Darwin, etc. But, in the Natural History of 
the 18th century, evolution is nothing more than the 
continuous unfolding of natural affinities and hierar- 
chies. From the 19th century onwards, the same 
theme is connected with the analysis of functional in- 
teractions between the organism and the milieu. “One 
and the same theme”, Foucault says, “but produced 
by two different types of discourse”, partaking of two 
separate fields of argument [2, p. 51] 

I apologize for these references, at the same time 
elliptic and out of place. Out of place, since this paper 
is supposed to deal with “medical systems”... But I 
should like to suggest that such systems do not exist 
except as surface reflections. Elliptical, since I can 
allude only briefly to certain books which follow the 
same methodological approach. I am trying to set 
forth those hypotheses I find useful in my own work, 
and precisely, the four kinds of defective approach 
Foucault describes in the Archaeology make a suit- 
able starting-point. 

The attempt to focus the history of a particular 
knowledge on its object, style, concepts or themes, 
ends in quite the opposite result: whenever we try 
to analyse a tradition in terms of change and con- 
tinuity, we come across fallacious connections that 
need to be broken up. But from these failures, we 

(1) The same name, e.g. “insanity” or, as we shall 
see, “surgery”, which defines a cut-and-dried unit of 
knowledge, represents quite different concepts in dif- 
ferent social and historical contexts; 

(2) Within a given corpus of texts that constitute 
a scientific tradition, different levels of language may 
be distinguished; 

(3) Concepts are subjected to dispersion into various 
domains or levels (like the breaking up of light by 
a prism—Bachelard’s metaphor); 

(4) Two different lines of discourse may develop one 
and the same theme; one and the same discourse may 
combine two contradictory themes. 

Let us illustrate these arguments. 
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KNOWLEDGE AND PRACTICE 


While the classic texts boast an extensive knowl- 
edge of surgery and midwifery, together with a 
method of studying anatomy by inspection of decom- 
posing corpses, both surgery and midwifery have 
completely dropped out of the modern practice of 
Ayurvedic medicine. The early British orientalists 
attributed this deterioration of a formerly flourishing 
science to the spread of ritualism and of the ideals 
of purity and non-violence. We do observe a slight 
degradation of the status of Brahmin physicians 
within the caste system: Astavaidya-s in Kerala, for 
instance, are said to be Nambudiri Brahmins slightly 
degraded by the necessity of shedding blood they may 
be under, as surgeons. An exemplary case, since it 
involves two major problems: (1) the position of sur- 
gery within the Ayurvedic system, and (2) the status 
of the learned practitioner within the Brahminic 
society. 

We are confronted by two different conceptions of 
healing. First, in so far as it is defined in the classic 
Sanskrit treatises, healing is an operative art, which 
includes the rational observation of anatomical facts 
and the fulfilment of practical tasks. On the other 
hand, healing can be seen as expectant medicine 
which has taken on a ritualistic tinge. The prevalence 
of vegetable preparations, and the disappearance of 
all operative treatments, parallels the spread of vege- 
tarianism and the triumph of the idea of non-violence. 
This opposition between operative and expectant 
medicine has been explained in terms of historical 
change, in which Hindu medicine undergoes a long- 
term process of ritualization. The conflict between 
two types of medicine is thus spread out thin over 
an infinitely long time. We can put this argument 
in diagrammatic form as follows: 


Mediaeval and 


from Classic age modern periods 


Process of 
ritualization: 
EXPECTANT 
medicine 

and non-violence, 


Sanskrit texts: 
OPERATIVE 
medicine 

le. surgery 
midwifery. etc 


vegetarianism, etc. 
4 
a 


in order of time 


May I, nevertheless, suggest that such a retrospective 
view is most illusory? Not to speak of the lack of 
historical evidence, such an explanation does not 
come to the point, which is the internal strain of the 
classical doctrine. The classic texts in themselves exhi- 
bit the two opposite aspects or themes, since they 
develop both operative processes and expectant 
theories. Chapters on operative processes: surgery, 
midwifery, blood-letting, etc., are intermingled with 
chapters on expectant theories: the equilibrium of the 
humors, the healing power of time through the cycle 
of the seasons, etc. Furthermore, certain chapters de- 
scribe the tasks of the physician attached to the per- 
son of the king—medicine is connected with political 
management and the art of war—while other chapters 
stress the Brahminic ideals of purity, compassion for 


all living beings and non-violence. One and the same 
logical design applies to the methods and to the pos- 
ition of the physician: 


methods 


position 


OPERATIVE 


ideal connection of 

the physician with | 
the king, war and the, 

shedding of blood |! 


surgery 
etc. 


EXPECTANT 
the humoral 
theory, 
the seasons, 


etc. Brahminic norms 


of purity 


and non-violence 


The process of ritualization, if there indeed has been 
one, ends in the victory of the encompassing theme 
(Expectant medicine and the Brahminic ideals of pur- 
ity and non-violence), while the encompassed (Surgery 
and the connection with kingly power) fades away. 
This is no conflict between the classic texts and the 
modern practice, but a conflict inherent in the classi- 
cal doctrine itself. 

Eventually surgery disappears from modern prac- 
tice, but the two dissociated themes still partake of 
the same structure. The polarity once inherent in the 
classic doctrine now expresses itself in the opposition 
between scholarly and popular practices: I already 
mentioned the polarity between the Brahmin phys- 
icians of Kerala and the Kurup bone-setters attached 
to the warlike Nayars. Thus, we concern ourselves 
with the discursive framework in the interior of which 
such polarities make sense. 

Leaving apart the operative processes, let us con- 
sider the prevalent theories: the equilibrium of the 
three humors (Wind, Bile, Phlegm), the five gross ele- 
ments (water, earth, fire, air, ether), the dialectic of 
opposites (hot-cold, dry—wet...), etc. Facing these 
series of technical terms, what I am interested in is 
to reconstruct the architecture, the systematic ar- 
rangement of knowledge. In order to give an interpre- 
tation of these abstract generic terms, I may proceed 
from the metalanguage to the language. The series of 
humors may be translated into the cycle of the sea- 
sons, or else, into the bipartition of man’s environ- 
ment. The seasons in South Asia are thr, in number: 
Summer, Rains, Winter. The rythm is quite different 
from that of the Mediterranean or far-eastern coun- 
tries, but the Ayurvedic cycle of the seasons works 
in accordance with the realities of the Indian climate. 
The series Wind-Bile-Phlegm (metalanguage) is 
applied to the series Summer—Rains—Winter (lan- 
guage): Wind accumulates in Summer, Bile in the 
Rains, and so on. Everywhere—from Greece to 
China—we meet with the humoral theory and the 
theory of an equilibrium in the relation between the 
patient and his environment. It is a truism to point 
out these similarities; to be fruitful, a comparison 
between different cultures should seek out differences. 
For example: four seasons in Greece, only three in 
India; the theory of the cyclic equilibrium of the 
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humors seems to be the same, but the actual partition 
of time is quite different. 

The Ayurvedic texts have evolved an original 
theory of climatic conditions, founded on the opposi- 
tion between Dry lands and Marshy lands. The types 
of healthy constitutions, the vegetable and animal 
kingdoms, and finally, the entire territory of India, 
are divided into Jungle (jarigala), i.e. Dry lands, and 
Marshy lands. (It is interesting to note that the ori- 
ginal signification of the word Jungle in Hindu medi- 
cine is quite the reverse of modern English usage.) 
Given this ecological polarity, we may ascend to the 
more generic terms of Bile and Phlegm, fire and 
water, etc., or we may descend to concrete things: 
acacias and palm-trees, emaciation in Jungle and 
swellings in marshes, etc. The dialectic of Agni (the 
Sun, fire) and Soma (the Moon, water), found in the 
Vedas, prefigures the dialectic of Bile and Phlegm. 
According to the Ayurvedic texts, the Wind stays in 
an alternative position, associated now with Bile (Jun- 
gle) and now with Phlegm (Marshy lands). Thus the 
metaphysical opposition (Sun—Moon, _ fire—water, 
Bile-Phlegm) merges into ecological contrasts: 
the Ganges plains 
palms, dipterocarps 
buffalo 
elephantiasis 


the Indus plains 
acacias 

antelope 

phtisis 


The point I wish to make is that the more abstract 
theories, such as the humoral theory, are not to be 
understood without being referred to their practical 
foundations. Moreover, any comparison with the 
other domains of Indian culture must start from this 
attempt to break down the generic concepts into their 
practical elements. Thus, I may allude briefly to the 
fact that the concept of Jungle is placed at the con- 
fluence of Ayurveda (medicine) and Arthasastra (the 
science of political management): same vocabulary, 
identical statements, one and the same discourse split 
into two different branches of knowledge. 


THE LEVELS OF LANGUAGE 


Let us turn now to the main aspect of the present 
research, that may be defined as an inquiry into the 
stylistics of knowledge. Here we come to the point 
where methodology yields precedence to the tasks of 
philology (to collate and translate the texts accu- 
rately). But we must keep the objective in mind; an 
epistemological interpretation of the texts in question. 
Such a combination of philological ability with an 
epistemological frame of mind has produced well- 
known results in the study of myths. However, there 
are not many publications which follow the same 
approach while dealing with scientific texts. I may 
refer to a remarkable inquiry into the science of 
Divination, published by the assyriologist Jean Bot- 
téro in an exhaustive paper entitled “Symptoms, signs, 
graphic formulas in ancient Mesopotamia”, [6] which 
provides a model for such a stylistic study. According 
to Bottéro, in the ancient treatises of deductive prog- 
nosis, various series of physiognomic observations 
(protases) are listed, facing each of which are to be 
found the divinatory deductions (apodoses); all the 
possible cases to be solved are listed, so that the 


whole set of formulas exhausts the various possible 
deductions. Thinking consists of the juxtaposition of 
formulas, the grouping of which is a paradigm the 
sooth-teller learns to recite in order. The legal codes 
and the medical treatises are elaborated according to 
the same principles. They are collections of cases to 
be solved, systems of paradigms to be declined. We 
have to contrast this traditional form of argumen- 
tation with the modern one in which we are trained. 
Since we have fallen heirs to the Hellenic style of 
investigation and recording, we are used to one and 
the same kind of discourse: the Narrative, the linear, 
the sequential account of events and natural phenom- 
ena. Such achievements as the collection of papers 
on the various forms of rational argument displayed 
in the ancient art of Divination that includes the one 
by Jean Bottéro, as well as the current sociological 
studies of Chinese thought inspired by Marcel 
Granet, are as many introductions to another style 
of discourse, viz. a kind of reticulated discourse which 
proceeds by the combination of stereotyped phrases. 
The Hindu medical treatises testify to the same kind 
of paradigmatic thought. 
Most of the medical Sanskrit texts are versified in 
a specific meter, each verse being composed of four 
octosyllabic quarters. This style of didactic composi- 
tion is usually called “the karika style”, since the 
karika-s or “mnemonic verses” characterize a particu- 
lar type of scientific statement, to be distinguished 
from the sutra-s or “aphorisms”. Each one of the 
octosyllabic quarters of a verse consists of a stereo- 
typed formula which is likely to recur periodically 
throughout the medical literature. The construction 
of such a verse can be put in algebraic form 
Given a particular name—the suppositum it 
denotes can be a medicine, a disease, etc.—, such and 
such qualifying words and phrases will be added. Let 
oe, be the names and a, b, c... the qualifiers; 
we may compose and juxtapose octosyllabic units, no 
matter the number, on the lines followed in the sub- 
sequent examples 
“Coconut water 1s unctuous, 
\ a 
sweet, virilific, cold, light, 
b Cc d e 
subduing thirst, Bile, Wind, 
f g h 


etc.” 


“Intestinal stasis, abdominal distension, 
a b 
emaciation, excessive eructation, 
c d 
flabbiness of the thighs, (...) 
e 
shall be the premonitory symptoms 
in the development of piles.” 
: 


Each line represents an octosyllabic Sanskrit phrase. 

We can imagine the monotonous rythm of psal- 
mody carried on through hundreds of verses. The 
above-mentioned Astavaidya physicians once used to 
learn the 120 chapters of the treatise of Vagbhata 
by heart. At the age of 16, and for the term of one 
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year, they were required to recite ten chapters every 
sunrise. In effect they were committing to memory 
the various declensions of symptoms, processes and 
recipes, by reciting them in definite order, each name 
(x, y, 2...) calling forth a collection of qualifiers (a, 
b, c...) arrayed in a number of stereotyped phrases. 
We observe that most of the formulas are interchan- 
geable with each other. Having mastered the network 
of relations between the technical terms, we are able 
to substitute synonymous phrases for each other. 
Thus we know that: 


“having sweet taste” = “subduing Wind”, 


and many other equivalents. Series of octosyllabic for- 
mulas, such as: 


“sweet, virilific, cold, light” 
“unctuous, subduing Wind” 
“nourishing, provoking Phlegm” 


constitute paradigms, or systems of commutable ele- 
ments. 

The point is to place the classical doctrine in one 
of its local settings, i.e. within the framework of Ker- 
ala culture. In the study of textural traditions, we 
must distinguish various styles employed by the dif- 
ferent groups of authors. Among the Sanskrit texts 
proper, we must differentiate the microcosmic struc- 
ture and formulaic style of the classical treatises from 
the slightly disconnected style of the commentaries, 
herbals and dictionaries, even though they imitate the 
ancient phraseology. Then, we must consider the tran- 
sition from Sanskrit to the vernacular. 

Details would be out of place. I only wish to sug- 
gest a personal approach to scientific literature in a 
local setting. understood as a stratified whole to be 
decomposed into various levels of language. It may 
be convenient once again to put this argument in dia- 
grammatic form, without pretending to give all the 
details. 

Certain terms, however, require some explanation. 
Manipravalam “Pearl-and-coral” is a special idiom 
mixing Sanskrit (the coral) with Malayalam (the ver- 
nacular. the pearl). Ambalavasis are Brahmins situ- 
ated on a slightly lower level in the caste system than 
the Nambudiri Brahmins whose disciples they may 
be. Ezhavas, a low caste of toddy-tapers, maintain 
a strong caste tradition of medical scholarship. 


Incidentally we observe an interesting case of accul- 
turation: the elaboration (in the 1920s) of a versified 
Sanskrit literature that embodies the rules of Western 
anatomy, including anatomical charts taken from 
English text-books and put in Sanskrit. The study 
of the diversity of styles, through the ancient and 
modern developments from the original classic texts, 
illuminates the processes of social change. 

I should like to mention another linguistic study 
currently in progress in France, of a comparable body 
of medical information, but along different methodo- 
logical lines. Jean-Pierre Peter is working on the 
records collected, at the time of the French Revolu- 
tion, in the course of an official “Inquiry about epi- 
demics and climate” (from 1776 to 1792) supervised 
by the Societe Royale de Médecine [7]. Peter analyses 
the names of the diseases mentioned and tries to 
rationalize the diagnoses recorded in the various 
memoirs sent to Paris by country physicians, by 
means of statistical lexicography. He strives to iden- 
tify the pathological realities denoted by such ancient 
terms as: 


“pustule maligne” = carbuncle 
“feu Saint-Antoine” = ergotism 
“fiévres vernales” = malaria 


in order to utilize the diagnoses as reference material 
for the study of epidemics, the geography of malaria 
and other medical facts pertaining to ethno-history. 
Here we reach the limit the study of discourse may 
not overrun. Dealing with words, phrases and con- 
cepts, we are not able to decide the nature of facts... 
unless we become—like the above-mentioned auth- 
or—ethnoscientists. 

To conclude, I have tried to show how I introduce 
into the study of Indian medicine the Bachelardian 
themes of discontinuity and of the systematic break- 
down of concepts into various levels of language and 
practice. To put it another way, I have suggested that 
we concern ourselves with the underlying bases of 
knowledge, the historical breaks or cleavages from 
which a particular field of knowledge has emerged, 
and, to quote Michel Foucault, the “discursive forma- 
tions” which lie beneath the apparent continuity of 
traditions. 


TYPES OF AYURVEDIC LITERATURE IN KERALA 


Classic texts 
(Vagbhata.. 


Authors 

the guardians 
of tradition: 
Astavaidya-s 
(Nambudiri 
Brahmins) 


the dilettantes: 
Ambalavasi Brahmins 


a lower caste 
on the way to 
sanskritization: 
Ezhavas 


Styles 

commentaries 

herbals, dictionaries 
modern Sanskrit tracts 


texts in Manipravalam 
Malayalam tracts 


digests (Hrdayapriya, 19th century) 


attempts to assimilate Western 
medicine (P. S. Varier, 1920s) 


translation of classics into 

Malayalam (19th century): 

the stereotyped phraseology 
disappears 
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Reporter: ALLAN YOUNG, 


Department of Anthropology, Case Western Reserve University, 
Cleveland, OH 44106 


Dr. Zimmermann opened the discussion by characterizing 
his own work. The main scholarly approaches to Ayurve- 
dic medicine tend to be either historical, in the sense of 
concentrating on the provenance of particular ideas and 
techniques (the relationship of Ayurvedic to classical Greek 
medicine, for example), or sociological, in the sense of 
studying interpersonal relations between contemporary 
Ayurvedic practitioners and their clients. While the first 
approach investigates the Ayurvedic literary tradition but 
does not attempt to articulate it with the practice of Ayur- 
veda today, the second concentrates on current practices 
but has no special interest in the texts which practitioners 
employ. 

Dr. Zimmermann’s approach, on the 
attempts to connect the form and content of these Sanskri- 
tic texts with their use by an Ayurvedic practitioner (pan- 
dit) in Kerala state in south India. This pandit is the des- 
cendent of a family whose traditional occupation has been 
Ayurvedic medicine for many and it has 
accumulated over time the corpus of manuscripts which 
Dr. Zimmermann is analyzing. While Dr. Zimmermann is 
concerned with both texts and living practitioners, 
his approach is neither historical nor sociological 

Dr. Zimmermann’s scholarly interests are organized 
around a riddle and a methodology which seems to offer 
a solution: Although Ayurvedic texts contain detailed 
practical information—e.g. they identify and classify the 
many medicinal plants which constitute the core of the 
Ayurvedic pharmacopeia—they are not the stylistically 
neutral catalogues that pharmacological texts, say, are in 
the West. Ayurvedic texts are versified, and Dr. Zimmer- 
mann’s inquiry into Indian medicine begins with the ques- 
tions, What are we to make of the fact that practical infor- 
mation of this sort is communicated through prosody? Is 
there some connection between taxonomies of medica- 
ments, stylized literary forms, and the imputation of cura- 
tive power to these botanicals? 

Dr. Zimmermann concentrates on discovering the sys- 
tems of ideas that lie beneath the surface of his texts, but 
his intention goes beyond connecting ideas to ideas. He 
wants also to link systems of ideas to the perceptions and 
practices of Ayurvedic practitioners. For it is through his 
texts—which contrast, connect, or selectively ignore the 
limitless phenomena that make up objective reality—that 
the pandit perceives a distinctively Indian medical reality 
At the same time, it is by means of these texts that he 
is able to enter actual sickness episodes, to control the 
subsequent course of events, and in this way to confirm 
the medical reality. In this sense Dr. Zimmermann de- 
scribed his work as being “concrete”. To understand this 
point, it is necessary to realize that the pandit’s texts do 
not stand as objects external to him. From the time that 
he was a boy of 12 or so, the pandit daily recited versifica- 
tions of these ancient treatises, internalizing both their 
explicit contents and their implicit linkages. Further, as 
a practicing healer, he recites relevant texts whenever he 
treats a client. In this way, according to Dr. Zimmermann, 
the texts assume a materialization as real as that of the 
drugs they recommend. 

Ayurvedic texts are a collection of medical works, from 
both Indian and Western points of view. If a researcher 


other hand, 


generations 
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decided to concentrate on their content, he could legitima- 
tely conclude that other Sanskritic texts which are not con- 
cerned with medical subjects lie outside his project. On 
the other hand, if one undertakes Dr. Zimmermann’s 
approach and attempts to go beyond divisions determined 
by surface content—“medical”, “political”, and so on—it 
becomes necessary to discover the structures which per- 
meate the textual matrix in which the Ayurvedic system 
of medicine has taken shape. Put into other words, for 
more traditional researchers “text” circumscribes the litera- 
ture devoted to matters such as diagnosis, therapy, prophy- 
laxis, and pharmacology. For Dr. Zimmermann, “text” 
means the eighteen sciences of Vedic revelation (of which 
Ayurvedic is one) which constitute the Great Tradition of 
Indian civilization 

Dr. Zimmermann contends that the Ayurvedic texts offer 
a strategic position from which to understand the character 
of Indian society since they identify and elaborate core 
concepts for the entire Great Tradition. Thus, the medical 
treatises are as much dissertations on the notion of morally 
correct behavior (deep analysis, identifying ideas common 
to the 18 Vedic sciences) as they are descriptions of phar- 
macological potencies and physiological equilibria (surface 
analysis, particular to Ayurvedic texts). Dr. Zimmermann 
added that because Ayurvedic medicine is a “Brahmanic 
science”, written by Brahmans for other Brahmans, it de- 
scribes and legitimizes a Brahmanic conception of Indian 
The Brahmanic character of the medical texts is 
reflected, for example, in the dominant place given to 
plants and plant products (Ayurvedic is a “vegetarian” 
Zimmermann) in contrast to the 


society 


science, according to Dr 


subordinate role that plays throughout the 


very 
Ayurvedic texts 

The general discussion of Dr. Zimmermann’s paper con- 
centrated on certain methodological issues 


Although Dr 


analysis is rooted in “concrete” 


Zimmermann contended that his textual 
medical phenomena, some 
commentators questioned whether he had in fact achieved 
this goal. It was suggested that before any conclusions 
about deep structure could be made convincing—given the 
fact that Dr. Zimmermann’s analysis is intended to move 
beyond ready-made facts and appearances—he 
must be able to show that his hypotheses about how 


surface 


people perceive and understand the world are confirmed 
by behavioral evidence. Methodological elegance should 
not be allowed to obscure the fact that, so long as the 
text is both the source of hypotheses and the only means 
for confirming them, there will be questions about the 
value of his conclusions 

Some commentators pointed out that it is necessary to 
learn more about how Dr. Zimmermann determines the 
“matrix” within which he studies his text and how he justi- 
fies excluding particular facts from the matrix. So, for 
example, he makes the point that a special relationship 
exists between the text and its reader and it is necessary 
that we understand this. Yet, since he relies on a single 
informant, on what grounds does he exclude differences 
between the various readers (pandits) who use these texts? 
And, since his stated interest is in medical reality, in what 
sense is it legitimate to study Ayurveda in isolation from 
other kinds of medical practices and discourses in India? 


106 Discussion 


After all, medical reality is not the product of a particular 
kind of practitioner and his texts, but is the creation of 
collectivities of different kinds of healers, whose respective 
beliefs and practices articulate with and interpenetrate one 
another, and collectivities of the different kinds of laymen 
whom they serve 

Finally, questions were raised about Dr. Zimmermann’s 
contention that Ayurveda is a Brahmanic science and, 
therefore, a valuable means for uncovering the historical 
order of Indian civilization. The association between Ayur- 
veda and Brahman-pandits and the style in which they 
read the texts may be particular to Kerala, and not genera- 
lizable to all of India. To some commentators, it seemed 
unlikely that the structural dialectic between readers and 
texts would remain unchanged over the long time span 
during which these medical treatises have been used. in 
short, commentators attributed to Dr. Zimmermann the 
assumption of a single, uniform “Ayurvedic medicine”, and 
instead proposed that different co-existing Ayurvedic epis- 
temologies exist in contemporary India, and that epistemo- 
logical discontinuities probably also occurred within par- 
ticular Ayurvedic medical traditions if one could trace 
them from past to present 

In his reply to these comments, Dr. Zimmermann agreed 
that relevant ethnographic and historical data must not 
be ignored on methodological grounds. It has not been 
his intention to disregard such information, and for this 
*s it is mistaken to describe his analysis 
imagine 


reason he believe 


as text-bound. But, for example, while one can 


all sorts of historical information which would enhance 
textual analysis, in reality these data no longer exist. There 
are circumstances beyond the researcher’s control which 
limit his data gathering to the living owners of Ayurvedic 
treatises. Commentators’ references to co-existing Ayurve- 
dic traditions in contemporary India must be qualified 
also. The authentic Ayurvedic system of medicine should 
not be confused with other systems, particularly Ayurvedic 
medicine now taught in Indian colleges, which have assimi- 
lated notions from allopathic medicine and whose practi- 
tioners are generally unfamiliar with Sanskrit. 

Dr. Zimmermann’s final point was that each research 
strategy has its particular vulnerabilities. For example, 
approaches which concentrate on total systems and 
attempt to include all beliefs and practices of all practi- 
tioners and all clients are liable to fragment systems of 
medicine into assortments of bits and pieces. One does 
not draw from this fact the conclusion that we should dis- 
card this approach, of course. The correct conclusion is 
that one must seek out complementary approaches. The 
function of a complementary approach—the relationship 
of philological analysis to more conventional anthropo- 
logical strategies, in this case—is not to confirm conclu- 
sions already reached; nor is it reasonable to expect it 
to conform to rules imposed by another approach. Its most 
important contribution is to act as a stimulus for scholarly 
progress, by suggesting new questions for and signalling 
the limitations of established research strategies. 


Soc. Sci. & Med., Vol. 12. pp. 107 to 115 
© Pergamon Press Ltd. 1978. Printed in Great Britain 


0037-78 56/78 /0401-0107802.00/0 


MEDICAL SYSTEMS AS CHANGING SOCIAL SYSTEMS 
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Abstract 


Medical systems are seen as dependent components of their political economic contexts. 


A set of ideals are identified for achieving a fully regionalized health service as a system offering 
equity of access and adequate services for all along with user control. The most supportive national 
political economic context for this kind of health service system is seen as democratic centralism 
directed toward achieving a socialist economy. With regard to how inequitous systems might move, 
or be moved, toward the ideal, some phases of human liberation are identified as found in the work 


of Fanon. 


INTRODUCTION 


In the body of this paper I will hope to turn the 
above, assigned title inside out. I have come to believe 
that medical systems change primarily as a result of 
or in conjunction with broad change in national and 
international political economic orders[1]. In offer- 
ing this perspective, this paper shares a good deal 
with Jantzen’s paper [2]. As he notes, studies of the 
micro level, i.e. health beliefs, practices and local 
groups can reflect changes, but to explain these one 
must move to the macro political economic level. For 
example, in explaining changing degrees of establish- 
ment (corporateness, recognition and acceptance) of 
two indigenous medical systems—the Bakongo and 
the “Profits’—he found it necessary to examine the 
support they received under the struggle against 
foreign colonial rule and subsequently under a 
national colonialist regime. Thus the title of my paper 
should probably be something like “Changing social 
systems entail changes in medical systems”. 

Beyond this important general point, it seems desir- 
able to recognize the vast disparities in general 
resources as well as indicators of health status in the 
world and within countries so one can develop some 
sense of the long-term direction of change as deter- 
mined by class-based struggles for equity and liber- 
ation. 

One can contrast the political economic structures 
and health systems of the People’s Republic of China 
with those of India or Iran or of Cuba with Guate- 
mala or Brazil to understand better how the assump- 
tion of state power by the working and peasant 
masses in China and Cuba has led to vast improve- 
ments in such general health indicators as infant mor- 
tality [3]. 

This question of direction of change raises some 
meta-theoretical concerns (questions about types of 
theories and their appropriateness) which I take up 
in the first section of the paper. This theoretical effort, 
or more modestly and correctly framework, or per- 
spective, is recognized as value-laden and directed 
toward achieving improved health for all people. I 
take up in the second and third sections of the paper 
the questions which flow from this concern: (1) What 
kind of health system is most likely to improve the 
health status of all the people of a country (here, 


within the context of an adequate national health 
planning and resource re-allocation structure, I sug- 
gest the region as the primary unit of study, analysis 
and action)? and (2) What kind of social (political 
economic) change is necessary to support such an 
ideal health system? In the final section of the paper 
I recognize our limited knowledge as to how to bring 
about the desired social change, but find the work 
of Fanon [4] suggestive of some analytic phases of 
decolonization which seem to help in understanding 
anti-colonialist anti-imperialist struggles now under- 
way in most of the capitalist world [5]. While these 
analytic phases of decolonization may help our 
understanding of these struggles, more adequate 
theory will only evolve out of praxis and will only 
offer general perspectives as each situation will have 
its own particular combination of ruling elites, 
dominant ideologies, including medical ideologies [6], 
and struggling worker-peasant classes. 


SOME META THEORETICAL CONCERNS 


Perspectives of administrators of international 
health-population-food agencies and programs are 
not central here. But it is helpful to address the politi- 
cal-value stance of these agents, for they help create 
a climate within which scholars work at the business 
of conceiving of health and medical systems (I will 
generally speak of health systems to include personal 
medical services as well as preventive and health edu- 
cation efforts both modern and traditional). Faced 
with the ideology of national sovereignty, internation- 
al agencies and programs attempt to gain acceptance 
from national ruling elites by adopting and support- 
ing the supposed value-neutral stance of “systems 
theory” in which each element of a system is seen 
as functionally as important as any other element. 
In reality, acceptance appears greater on the parts 
of conservative and rightist regimes for whom a sup- 
posed value-free pursuit of science is more convenient 
in covering over the disparities and conflicts within 
their nations. 

Along with the value-free stance has gone a pseudo- 
science, a quantification of everything, whether it 
could be understood in relation to the broader socio- 
economic context or not. Mills, Gouldner and others 
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have shown the impossibility of the value-free 
stance [7]. The human observer-—actor is unavoidably 
involved in a meaning-value nexus with implications 
for the observed—acted-upon system. 

Those persons and “larger” social entities more di- 

rectly involved in the observed—acted-upon system 
pursue values which arise out of primary condi- 
tions [8] of production and distribution of goods and 
class relations to these conditions [9]. While current 
values reflect the ruling class structure of a society 
and serve as part of the preserving ideology, new 
answers to the question, “What is to be done?” derive 
not only out of so-called objective conditions, they 
are given in the struggle to change inequitous condi- 
tions. Thus: 
“there is no doubt that the revolutionary distrusts values 
and refuses to recognize that he is trying to achieve a better 
organization of the human community. He fears that a 
return to values, even by an indirect path, may open the 
door to further chicanery. But on the other hand, the mere 
fact that he is ready to sacrifice his life to an order, the 
coming of which he never expects to see, implies that this 
future order, which justifies all his acts but which he will 
not enjoy, acts as a value for him. What is a value if not 
the call of something which does not yet exist?” [10, p 
414] 


The value question for theorists is to answer which 
set of interests they will serve. In the statement offered 
here I adopt a broad definition of health for all the 
people as the desirable goal. Of course the conception 
of health itself requires specification, for, as Kelman 
has shown, the conception of health proferred by the 
governing powers of a nation reflects the political 


economic structure of that nation [11]. Taken in its 
fullest implications, the WHO definition will entail 
revolution in capitalist social systems for its attain- 
ment [12]. To have “complete physical, mental and 
social well being” for all—the WHO conception of 
health and the conception adopted here—will require 
turning inequitous, exploitative systems on_ their 
heads. This is the direction I want to impart to the 
framework offered here. 

In addition to their value orientation, theories of 
society obviously differ as to content. There may be 
an infinite variety in this regard, but only one funda- 
mental difference. To the question, “What holds capi- 
talist society together?” one approach, the consensual, 
structural-functionalist, or diffusion theory [13] 
answers: “Common values”. But as we have just seen, 
revolutionaries, dissatisfied with their position, see the 
current values as part of an ideology helping to main- 
tain the status quo on behalf of the ruling elite. In 
struggling to pursue their own values encompassed 
in their vision of a new order, they run up against 
raw force. It is power in its many forms, but especially 
state power backed by military—police force, which 
conflict or dependency theorists see as holding capita- 
list society together. The relevance of this framework 
even for simple societies (simple in terms of division 
of labor) in underdeveloped countries is that the poli- 
tical economy of the world is_ capitalist 
dominated [14]. This is the position adopted here. 
Perhaps the clearest most concise statement of what 
is involved is given in the following quote from Lenin 
who in turn quotes Engels: 


“Let us begin with the most widely read of Engels’ works, 


The Origin of the Family, Private Property and the State, 
the sixth edition of which was published in Stuttgart as 
far back as 1894”. 

We shall have to translate the quotations from the 
German original, as the Russian translations, 
although very numerous, are for the most part either 
incomplete or very unsatisfactory. 

“Summing up his historical analysis, Engels says: ‘The 
state is, therefore, by no means a power forced on society 
from without; just as little is it “the reality of the ethical 
idea”, “the image and reality of reason,” as Hegel main- 
tains. Rather, it is a product of society at a certain stage 
of development; it is the admission that this society has 
become entangled in an insoluble contradiction with itself, 
that it has split into irreconcilable opposites which it is 
powerless to conjure away. But in order that these oppo- 
sites, classes with conflicting economic interests, might not 
consume themselves and society in fruitless struggle, it 
became necessary to have a power seemingly standing 
above society that would moderate the conflict and keep 
it within the bounds of “order”; and this power, arisen 
out of society but placing itself above it, and alienating 
itself more and more from it. is the state.” (pp. 177-178, 
sixth German edition.) 

“This expresses with perfect clarity the basic idea of Mar- 
xism concerning the historical role and the significance of 
the state. The state is a product and manifestation of the 
irreconcilability of class contradictions. The state arises 
where, when and to the extent that class contradictions 
objectively cannot be reconciled. And, conversely, the exist- 
ence of the state proves that class contradictions are irre- 
concilable” [15]. 

In anthropology, the most common approach to 
explaining culture change has been the notion that 
ideas emanating from value-prestige centers spread “a 
beacon light” and are adopted in a process of accom- 
modation involving folk logic and synchretism. Fun- 
damental aspects of the economy and political struc- 
ture have been ignored or treated incidentally. Some 
recent work in anthropology and other social sciences 
reflects a shift from consensual or diffusion theory 
toward conflict or dependency theory. Dependency 
theorists (e.g. Roseberry on rentals and expropriation 
from peasants) have begun to focus on changing poli- 
tical-economic relationships accompanied by a shift 
in beliefs [16]. 

In the health sphere, we see in a recent statement 
by Foster a recognition of historical stages of aware- 
ness. But he ends his analysis with a focus on the 
importance of institutional arrangements of health 
services and facilities [17]. He does not go far enough. 
He does not carry his analysis into the changing poli- 
tical-economic sphere. 

With respect to health and nutrition problems in 
rural Latin America, Bonfil has noted that many 
anthropological studies 


“...refer to subjects such as ideas and beliefs on health 
and illness; concepts and rationalizations about nutrition: 
stereotypes carried by the community about the personnel 
in charge of sanitation programs; communication prob- 
lems derived from differences in cultural traditions, and 
other subjects. The need and value of such studies is un- 
questionable; but it is more important still to point out 
the fact that greater attention has been paid to these sub- 
jects than to the basic causes of public health and malnu- 
trition problems in our countries. In general, the problems 
studied have secondary importance as causal elements: 
that is, they are not primary factors in the alarming state 


Medical systems as changing social systems 


of chronic malnutrition and poor health which affects most 
of the people in Latin America” [18]. 

Starting from this point, DeWalt studied changing 
health beliefs and practices in a Mexican Village and 
concluded: 


“In terms of the relationship between beliefs about the 
nature of health and illness, and behaviours connected with 
health and illness, these data appear to support a model 
which views the readjustment of cognition as following a 
shift in the emphasis given various paths of behavior. This 
is essentially the situation for which Woods and Graves 
(1973), found support in the data from San Lucas. It is, 
however, at variance with many of the models implicit or 
explicit, which have been offered by anthropologists in the 
past... 

“The general picture of health related behavior, then, is 
one which suggests considerably less conservatism with re- 
spect to new alternatives than has been usually reported 
Within less than a generation, the people of Puerto de 
las Piedras have behaviorally chosen the western physician 
as a primary resource person in time of illness, and have 
begun to restructure the cognitive system surrounding 
health and illness to incorporate this change” [19] 


In a study of the development and effectiveness of 
a health aide program in Jamaica, Marchione has 
found political variables influencing recruitment and 
placement of aides. The overall dependency of the 
Jamaican economy on external capital, control and 
supply were found of central importance as regards 
nutritional status which health aides were expected 
to influence [20]. 

In a study of the health system of the Ivory Coast, 
Lasker found the extra health system goals of the 
ruling elite to be determinative of the structure and 
functioning of the health system [21 ] 

Examples could be multiplied. The colonia! left- 
overs in an indigenous colonial regime have kept In- 
dia from developing a mixed modern-traditional 
health system to serve the village masses [22] while 
revolutionary China [23] and Cuba [24] see to 
have succeeded in this. 

As already noted (see [1]) WHO has shown an 
awareness of the interweaving of the health system 
with its political economic context. Also, The World 
Bank and its staff have discovered this interweaving 
This is best expressed in a paper by Sharpston [25] 
However, in the best traditions of value-free interna- 
tionalism, neither WHO nor The Bank openly raise 
the questions of who is in charge and whose interests 
the ruling forces serve. Such mystical terms as “the 
national will” are invoked as if any old government 
could do what the P.R.C. has done were they only 
to make their minds up to it. 


GOALS 

I have already discussed the general thrust of this 
framework toward improved health in a broad sense 
for all persons. Problems in measuring health out- 
comes cross-nationally have been discussed else- 
where [26]. A problem pertinent to this discussion is 
the lack of any adequate general measure of health. 
The usual measure is disease specific and the cross- 
cultural variations in conceptions and indicators of 
disease are well known and well covered in the an- 
thropological papers of this collection [27]. Some use- 
ful work has been done on disability as a relatively 
general, but negative measure of health [28]. Thus 
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cross-national students of health and medical care 
systems are left with such general indicators as infant 
mortality, childhood mortality, maternal mortality, 
and longevity. But even with these age- and/or sex- 
controlled measures of mortality there are horrendous 
problems of data being fitted to images of national 
and other social entities[29] as well as numerous 
technical problems, particularly in underdeveloped 
countries. Nevertheless, remarkable and _ probably 
valid differences can be noted among nations in these 
general measures of mortality. Generally these differ- 
ences correlate strongly with overall level of resources 
(as reflected, for example, by Gross National Product, 
itself a less than perfect measure for some purposes). 
But remarkable differences can be noted also between 
countries at similar levels of overall resources. The 
examples of the P.R.C. as contrasted with India and 
of Cuba contrasted with Guatemala or even much 
“richer” Brazil have already been noted. An exercise 
in the identification of such contrasting cases has been 
reported elsewhere [30]. Although very crude and in- 
adequate, such studies lead easily to a consideration 
of the distribution of resources within countries and 
to concern for the way scarce resources are organized 
to promote the physical, mental and social well being 
of all persons in a nation. 

While improved health status in this broad sense 
is the ultimate goal, there are important intermediate 
or enabling goals related to the socio-economic politi- 
cal conditions and to the health services. These are 
to improve: 

(a) Environmental and life conditions bearing on 
health; 

(b) The level of understanding of health problems 
and what to do about them: 

(c) Anticipated satisfaction with service; 

(d) Timely entry into preventive, therapeutic and 
rehabilitative service; 

(e) The logic of the care process. 

These cannot be discussed here in detail, but it is 
worth observing that certain of these enabling objec- 
tives are more proximate than others to the function- 
ing of health services systems (as normally conceived). 
That is, certain of these objectives may be rather di- 
rectly affected by the health services. Probably this 
is evident for the logic of care. Once a _ person 
becomes a patient in the medical care system, the 
provision of correct services and the way these fit 
together is largely dependent upon the organization 
of the services system, even though what the patient 
brings to the situation and the services personnel’s 
understanding of the person in his social environment 
also affect the logic of care. Note should be made 
that a concern for the logic of care may seem to carry 
with it a bias toward “developed” societies where 
orientations to “scientific” medicine may be stronger. 
I would argue against this impression by suggesting 
that part of the problem of logical care may be to 
accomplish an appropriate melding of folk and scien- 
tific medicine. 

Satisfaction with care will also largely be deter- 
mined by such service organization factors as cost, 
accessibility, and affability of treatment personnel. Of 
course, satisfaction will also be influenced by ideologi- 
cal and social factors determining the kind of care’ 
which is acceptable. We include satisfaction of pro- 
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viders in our understanding of this intermediate 
objective. Certainly the satisfaction of health person- 
nel with the care they can render is proximate to 
the functioning of the services system. 

Timeliness of entry into care (neither too often, nor 
too seldom, nor too soon, nor too late) is probably 
de>endent upon anticipated satisfaction as well as ac- 
cessibility of services and other factors. 

Improved understanding of illness and how to 
avoid it and promote health is a complex dimension 
made up of knowledge, awareness and concern. It is 
referrable both to the treating personnel (what do 
they know of their métier, of the patients and the 
communities they are dealing with, and the health 
service system with which they have to work) and 
to patients and potential patients. Clearly, the educa- 
tional part of the health services system is or should 
be a major determiner of the sophistication of health 
personnel. In-service and on-the-job training as im- 
portant themes of regionalization can play at least 
as important a part as pre-service training. But the 
population’s sophistication as to health and health 
services may depend much more on such factors as 
general educational levels, local health beliefs, etc. 
than on efforts of the health and medical services, 
such as health education. 

Environment and life conditions are probably least 
proximate to (least determined by) the functioning of 
the medical services as usually conceived in market- 
oriented medical systems. 

Possibly, one of the major strategies to suggest in 
health services innovation is the design of systems 
which directly or indirectly gain more control (have 
more influence) on some of the major intermediate 
goals which are not proximate to medical services 
as they now function. For example, if the workload 
of the system is to be most economically and effec- 
tively distributed, the population must play its proper 
role in preventive and treatment efforts and make the 
best use of health and medical service as well as con- 
tribute to appropriate change in the health planning 
and services system. Thus, it is a matter of great im- 
portance that the health planning and services sys- 
tems operate so as to increase the involvement and 
the level of sophistication of the population as regards 
health problems and what to do about them. Nutri- 
tion and sanitation are obvious areas of concern 
among many others. Improved public understanding 
of the health services system and its limitations and 
public involvement in correcting inadequacies is 
equally important. 

Again, there is probably no more important cluster 
of variables affecting health status than the level and 
distribution of wealth, level of education, sanitation, 
housing conditions and patterns of life. In a most 
stimulating and provocative article, Payne presented 
data suggesting that nearly all disease conditions vary 
together in their occurrence according to such perva- 
sive life conditions as poverty versus wealth [31]. The 
implication is clear. The problem of disease is largely 
resident in the society. Nevertheless, in the perspective 
offered here, there is a close interweaving between 
the nature of society and the health and medical ser- 
vices system and health levels. Thus it is important 
in the next section to consider an ideal health and 
medical care services system. 
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MEANS—A REGIONALIZED SYSTEM OF CARE 


The above goals will be best achieved (in so far 
as a health system determines their achievement) 
through a fully regionalized system of services within 
a national health system. The national system plays 
a role in standard setting, redistribution of resources, 
information exchange, evaluation, reporting and plan- 
ning. These functions also go on within the regions 
where the most essential, i.e. the local, determinations 
will be made. With a relatively complete health ser- 
vices delivery system in view, the regional unit is the 
smallest yet most encompassing or complete unit of 
organization within a national system. 

There is a rich body of experience and literature 
related to regionalization of health and medical care 
systems, beginning with the Dawson Report in 
1920 [32]. This is not the place for a review of this 
experience and literature [33]. In offering the follow- 
ing set of interwoven ideals which I have abstracted 
from this literature and experience, I want to empha- 
size that the elements of local citizen involvement and 
thrust of the system toward preventive and ameliora- 
tive care at the periphery, as well as local service 
organization capable of developing a positive as well 
as curative and rehabilitative health plan for each 
member of each household, require for their attain- 
ment full recognition of local customs and ways of 
life. In short, the emphasis here is on power to the 
people. Concerns for financing, authority structure, 
and a graded hierarchy of service may seem to some 
to smack of “officialese”. But if “serve the people” 
is to have real meaning, organizational elements 
affecting conservation of resources and effective appli- 
cation of valuable knowledge and technology cannot 
be ignored. 


TEN INTERWOVEN IDEALS OF REGIONAL 
HEALTH SERVICES 


(1) The region should, depending on density of popu- 
lation and ease of travel and communication, consist 
of 500,000 to 3,000,000 inhabitants, representing his- 
torical, ethnic and political continuity and identity. 
The region should be capable of supporting a full 
range of health facilities and services (taking into 
account conceptions of complete health services and 
available resources in each country as well as the need 
to locate some very costly elements so as to serve 
more than one region). 

(2) A graded hierarchy of regional service should 
generally be made up of three levels: the most local 
unit for primary and personal preventive care; the 
intermediate unit with special care to back up the 
general care of the local unit; and the regional center 
offering more specialized care. Extremely expensive 
components may be located so as to serve more than 
one region. 

(3) An integrated authority structure should be estab- 
lished over regional planning, decision-making and 
fiscal management. This should not interfere with but 
should encourage local participation. 

(4) A two-way flow of coordinated exchanges should 
be realized between levels, including patients, infor- 
mations, personnel, and technology. 

(5) A direction should be established for the regional 
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system whereby primary health care at the local 
level—the point of initial entry—becomes the highest 
priority. Preventive and general care problems should 
be the primary thrust with expensive and specialized 
needs being filtered to the intermediate and regional 
levels. 
(6) Closed-ended financing should be managed at the 
regional level through prepayment on a percapita 
basis for total care of all persons in the region. Pre- 
budgeted or closed-ended financing should motivate 
the system toward general, preventive care on the 
local level. Prepaid funds will form a natural limit 
to the region’s total health costs and prevent un- 
necessary expensive treatment. 
(7) The least trained person and least complicated 
and expensive technology which can adequately per- 
form a given task or set of tasks should be the one 
to perform it. Often citizens themselves can adequa- 
tely perform a number of health tasks and so on up 
the hierarchy of health services skills and technolo- 
gies. 
(8) Continued education should, in addition to on-the- 
job training, be effectively organized to respond to 
regional needs. This function allows up-dating and 
flexibility within the system. 
(9) Citizen involvement should be instituted to the ful- 
lest extent practicable within the framework of the 
region’s geographic, social, cultural, political and 
economic setting. An involved citizenry will increase 
satisfaction and the timely entry into the health care 
system. Performance of health personnel will benefit 
from a better understanding of their patients. 
(10) Local goals should be coordinated for the total 
care of all persons in this area. The local unit should 
pursue a complete health plan (preventive, curative 
and rehabilitative) for each member of each house- 
hold [34}j. It is at the local level that health care will 
be the most effective within the context of the area’s 
needs and limitations and in recognition of the 
patient as a social being in a particular environment. 
In transition to the next section, it can be noted 
that as a form of governance such a regionalizing 
structure and process shares the essentials of demo- 
cratic centralism as developed in China and concep- 
tualized by Mao [35]. 


CONTEXTS 


What political-economic structures will be most 
supportive of the above ideals? We might suppose 
that the level of resources would be most important. 
Certainly resources are needed. But in a wealthy, yet 
highly stratified and fractionated system (as regards 
authority, streams of financing, political will), such as 
the U.S.A., the class-based interests of such an over- 
stuffed medical environment (organizations, occupa- 
tional groups, and ruling elites) make service to all 
the people through coordinated plans and services on 
a regional basis more of a dream than a reality [36]. 
PL 93-641, The National Health Planning and 
Resources Development Act is only the most recent 
in a long line (Hill-Burton, Comprehensive Health 
Planning, Regional Medical Programs, etc.) of failed 
attempts to achieve regionalization in the U.S.A. [37]. 

Thus it is not resources per se which matter for 
regionalization. The organization of authority in 


society seems primary, the key question being 
whether the working and peasant classes have effec- 
tively taken state power. 

Without losing the centrality of social classes and 
their relations to state power and the means of pro- 
duction, it may be helpful to focus attention on the 
organization of authority per se. While avoiding such 
vague everyday designations as “parliamentary 
democracy”, “absolute monarchy”, “socialist democ- 
racy”, “military dictatorship”, and without taking 
account of resource levels (thus we find what may 
seen strange to some—India and U.S.A. in the same 
cell) [38] the following typology identifies two dimen- 
sions: centralization—decentralization of authority 
and concertedness-fractionation of authority. 


ORGANISATION OF AUTHORITY IN SOCIETIES 


Concertedness 


Concentration 


Centralized 


Chile 


Pluralistic 
Divided, 


Fractioned 


Iran 
Franco Spain 


Concerted 
“Got it 
Together” 
U.S.S.R 
G.D.R. and other 
East European 


Argentina 
== — mice sae 

India__ | Tanzania 

U.S.A y China 

F.R.G Sweden 
Cuba 
Angola 
Yugoslavia 


Decentralized 


It should be clear that no well defined indices or 
firm data are available for the placement of countries. 
Cases are placed on face value, according to generally 
available information, as possible illustrations of the 
working of this cross classification. Arrows and ques- 
tion marks are associated with certain cases to indi- 
cate dynamics and dimensionality, rather than a sta- 
tic, dichotomous conception 

For example, if dissidence in the Soviet Union is 
at, or will reach, such a height as to threaten the 
essential concertedness of established authority (an 
unwillingness of important minority groups to follow 
established authority) this case moves toward the cen- 
tralized—fractionated type. India, under Ghandian dic- 
tatorship seemed to move from the decentralized to 
the centralized type and remains highly fractionated 
along caste—class and religious—ethnic lines. It appears 
to have returned. Sweden might be most appropri- 
ately placed in about the center of the chart; in any 
case, the recent elections putting the socialist party 
out of power suggests greater fractionation than 
might have appeared to be the case a few years ago. 
Sweden still appears to have a great deal of authentic 
decentralization in the form of county councils. 

The case of Angola seems quite undecided (as all 
such cases are, for the need for continued struggle 
against counter-revolutionary forces is clear in his- 
tory). But this is an especially interesting case as to 
what it represents. Have the working and peasant 
masses indeed assumed state power on their own 
behalf or has this been done by Cuban forces repre- © 
senting a form of Soviet state-capitalist colonialism? 
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The jury is still out and may remain out for some 
time to come. The case being put forth here is that 
it is the concerted decentralized type of authority 
structure which is likely to be most supportive of the 
ideals of a regionalized health and medical care sys- 
tem. 

How does a society move in this direction? I cannot 
answer this question, but take up some suggestive 
processual considerations in the next section 


MOVEMENT TOWARD THE IDEAL 


As noted in the above diagram, cases with arrows 
and question marks associated with them suggest. 
first, that we are not dealing with simple dichotomies 
and, second, that movement occurs from one space 
toward another. While I would look for the general 
trend in the world to be toward the decentralized 
concerted form as peasant and worker masses develop 
class consciousness and enter the struggle for state 
power, it is true that retrogressive forces often reassert 
themselves; thus movement can be in any direction 
If we knew for sure and in detail what brings about 
movement toward the concerted, decentralized type, 
all our problems, so to speak, would be solved. But 
the requisite knowledge will only be discovered in 


the doing. “Man transcends the world toward a future 


state from which he can contemplate it. It is in chang- 
), 


ing the world that we can come to know it”[10, p 
427]. 

Still, we need whatever guidance we can obtain 
“We must, at this point, repeat the following: The revolu- 
tionary, if he wishes to act, cannot regard historical events 
as the result of lawless contingencies: but he by no means 
crude materialist views might imply) 
clear 


demands (as some 
that his path be cleared in advance: he wishes to 
it himself. Certain partial series, constancies and structural 
what he needs 


social forms are 


If you give him more, everything 


laws within determined 
in order 


fades away into ideas and history no 


to see ahead 
longer has to be 
the real becomes 


made, but rather to be read, day by day; 


a dream” (pp. 424-425) 

In this spirit, perhaps we can identify “certain par- 
tial series, constancies and structural laws within 
determined social forms”. 

The term “developing” is applied to poor countries 
by many international agency and foundation admin- 
istrators. For many, this is a cruel euphemism, for 
all they are “developing” is mass poverty [39]. Dis- 
parities are growing in the world [40] and within 
countries like Brazil they are obscene—while the 
ladies of Sao Paulo “society” discuss their latest 
round of cosmetic surgery on faces, breasts and fat 
rolls, the infant mortality rate reaches 300 and more 
in the Northeast [41] and in Sao Paulo itself (one 
of the fastest growing urban centers in the world) it 
is estimated that there are 600,000 homeless children 
roaming in gangs as a way of combining forces to 
feed themselves. 

In the meantime, the multinational corporations 
work with the U.S. State Department and C.I.A. (mili- 
tary forces in the background) to establish and main- 
tain client governments which cooperatively open 
their peoples and lands to single-crop economics and 
other forms of exploitation [42]. 


“In mid-May ITT’s President, Harold Geneen, admitted 
at a stockholders’ meeting to $350,000 sent to rightest 
forces in Chile for use against the Allende regime, with 
the encouragement of the CIA. He explained that the pur- 
pose was ‘to preserve a major investment of the company 
amounting to $135 million for the stockholders, which the 
company did recover’. This, of course, is not the sole 
explanation, but in Guatemala, Iran, Brazil, as in Chile, 
the close relations between CIA and specific U.S. business 
interests determined to maintain domination of local 
economies have been quite clear. An examination of the 
record, including The Pentagon Papers, demonstrates that 
control by American interests of the ‘rich natural resources’ 
of Southeast Asia was no minor goal in our initial inter- 
vention in Indochina. But the people could not be told 
this. Hence the myths of the cold war were used as cover 
for the initially secret operations of the CIA, and the later 
open military expansion when this was not enough to bend 
the Vietnamese to our will” [43] 


After surveying and assessing available theories of 
development in a concise but thorough and clear 
example of fine scholarship, Brookfield suggests that 
economic “development” has always meant extraction 
from some places and peoples and expropriation to 
other places and peoples. He offers a tentative theory 
of interdependent development [44]. Within countries 
this process has occurred in favor of ruling classes 
in urban centers 

But some countries and peoples have declared for 
independence and self-development. And some, like 
the Chinese, Vietnamese, and Algerians, the Cubans, 
have succeeded against powerful but ultimately help- 
less foreign giants. Across the world, minority and 
oppressed peoples are beginning to find their identi- 
ties assert themselves on their own behalves. 
Numerous examples can be given simply from the 
headlines of the daily papers. But these movements 
are in various phases and may lead simply to a re- 
placement of “mother country” colonials with 
nationalist colonials. This seems to be what is on the 
U.S.A. State Department’s agenda for Rhodesia. 

Our problem then is to understand cultural politics 


L 


and 


and the process of true decolonization. The way is 
not clear in general and is in any case always impor- 
tantly determined by local circumstances. Still, from 
the work of Fanon we can abstract a set of overlap- 
ping analytic phases which may be helpful to liber- 
ating thought and action [45]. 


ANALYTIC (OFTEN OVERLAPPING) PHASES 
OF DECOLONIZATION AND RESPONSES 
FROM COLONIAL POWERS 


Phase 1: “thingification” and exploitation 


As a precondition for collective action, at an indivi- 
dual level, the person is manipulated (thingified). In- 
side he or she is saying “I’ve had enough”, and reflects 
this by not quite “playing by the rules”. For example, 
a factory machinist who does the same thing day- 
after-day may start to take drugs or drink excessively, 
inadvertently leave loose bolts inside doors of newly 
assembled cars, etc. Another person may reflect bore- 
dom, appear to be lazy or shiftless, or exhibit some 
other sign that he or she is personally rebelling 
against the system. The “establishment” in turn may 
simply label the worker as being lazy, shiftless, or 
incompetent, while otherwise tolerating him or her. 
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Phase 2: group expressions of resistance 

Eventually, the individual may discover that others 
have also “had enough”. Together they may stage 
small, local acts of resistance such as wildcat strikes 
from jobs, walk-offs or perhaps the occupying by 
landless peasants of an owner’s property. The estab- 
lished power responds by making some adjustments 
that will not seriously endanger the status quo, and 
perhaps by attempting to incorporate some of the 
group into the system. The politically dominant 
group hopes that through its concessions the rebelling 
group leaders may be persuaded to sponsor or at least 
accept the system (to act as a “front”). Often, this 
kind of response succeeds in halting the ground swell. 
To illustrate, many former colonial powers have been 
overthrown (in Africa, Asia, Latin America) only to 
be replaced by a client government willing to main- 
tain the same essential relationships in return for “for- 
eign aid” and “investments”. 


Phase 3: emphasis focuses on the development 
oppressed group's own cultural identity 

If the oppressed group’s concerns are not success- 
fully accommodated by the ruling elite, the people 
may look inwardly for a different value and reward 
system. They may begin by asking themselves: “Who 
are we?” and “From where do we come?” and the 
deepen their self-analysis through expression of 
literature, music, etc. This kind of response may 
met by renewed efforts on behalf of the 
to acculturate the group to a subordinate status 
playing down the worth of the group’s members 


ruling elite 


hy 


Phase 4: the group or class begins to 
its own identity and culture 

As a group succeeds in acquiring its ow! 
and sense of self-pride, it begins to make 
claims to equal status. These efforts 
boundary drawing and repressive measures, such 
forbidding the group the right to live or travel 
certain areas or denying the group the rig 
certain facilities (e.g. restrooms). In Nazi 
Europe in the early 1940s, for example 
required to identify their Jewish affiliation by 
a yellow star of David, if they were to avoid 
All persons wearing stars of David were then 
access to certain places 


nt to use 


ominated 


go 
] 
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Phase 5: the group or class search for identity acquires 
international allies 

In seeking to substantiate their identity and escape 
the pervasive dominance of the established order, the 
group may search beyond its national borders for 
support and allies. The example of this 
phenomenon is the Marxian cry: “Workers of the 
world unite! You have nothing to lose but your 
chains”. But there are numerous other examples of 
it as well, such as Pan Arabism or the founding of 
Israel as the culmination of Pan Judaism throughout 
the world following World War II. 

It is during this phase that the group begins to 
take on more definite political organization. This in 
turn is met by an attempt on the part of the ruling 
elite to divide the group and to play off small factions 
against one another. For example, throughout Ameri- 
can History, lower middle class whites have been 


classic 


encouraged to fear that blacks would take over their 


jobs. 


Phase 6: the group fights to liberate itself and legitimize 
its culture 

In response to the boundaries restricting the open 
movement of the group and its cultural activities, a 
clandestine national culture evolves with a larger than 
life folklore including literature, music and oral 
stories. This in turn is met by paronia and police 
action, which then may lead to open struggles and 
the breaking of boundaries. In this armed struggle, 
previously uncommitted individuals, bystanders, are 
and involved on one or the 
other [46]. They too become mobilized. Two out- 
comes are possible: Either the established order 
regains firm control, as was the case in the Czechoslo- 
vakian revolution of the 1960s in which the Czech 
independence was denied by Soviet tanks; or as with 
the Cuban revolution of the late 1950s, the ruling 
ousted by the people’s movement (led by 


stereotyped side 


regime is 
Fidel Castro) 
Phase 


ISClOUSNeSS 


Liberation, assumption of state power and a 
of similar human concerns elsewhere 

In this final phase there is recognition by the newly 
liberated group that similar struggles are being fought 
attempting to achieve equity and a 
political structure 


sh evolves reflects this heightened consciousness 


by other people 
sense of self-pride. The eventual 
and allows the kind of democratic centralism in which 
the people are liberated and govern themselves but 
to reach decisions and take actions on 


the decentralized con- 


ire able 


ar i1SO 


behalf of the society at large 


rted form supportive of improved health services 


SUMMARY AND CONCLUSION 


The general outlines of a framework have been 


In this perspective, health and medical care 

as determined parts of political 
economic st! \ set of health goals are identi- 
fied and a way of thinking of health services organiza- 


presented 
systems are seen 


uctures 


tion most likely to achieve these goals is identified 

ten interwoven ideals of regionalization. Political 
economic orders are considered in terms of the rela- 
tions of worker and peasant classes to state power 
and the means of production and a typology of forms 
of organization of authority in society is presented. 
The most supportive type for improved health ser- 
vices (in the sense of the ten ideals of regionalization) 
is seen in the decentralized concerted form resembling 
the democratic centralism described by Mao and 
practiced to varying degrees and in a variety of ways 
in the People’s Republic of China. In the concluding 
section, a set of seven analytic phases of decoloniza- 
tion drawn from the work of Fanon are considered 
to aid our understanding of how move 
toward the decentralized concerted form. I conclude 
that the trend of change is in this direction generally 
in the World, but when and how exactly it will arrive 
there will only be established in the doing. 


societies 
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Elling began the discussion by talking about the develop- 
ment of his paper. Most countries are feeling pressure to 
provide better access to adequate health care at the same 
time as they are faced with rapidly rising costs. This 
dilemma is the fundamental problem confronting the 
World Health Organization (WHO): how to devise ade- 
quate health care coverage at feasible costs. Yet nowhere 
is there a consistent or comprehensive catalog or analysis 
of how nations organize scarce resources for health 
Although there are anecdotal descriptions, studies such as 
those of Odin Anderson, Milton Rohmer, and Richard 
Wanerman, where the health systems of two or more coun- 
tries are analyzed in terms of an explicit framework, are 
rare. 

Facets of health systems are examined with great con- 
cern for legitimate comparability in some works, the Kerr- 
White studies published by the Oxford University Press 
for example. After ten expensive years and many meetings 
of interdisciplinary health teams to define exactly what 
would be meant by utilization of a physician’s services or 
of a hospital, and then attempts to measure these, the book 
appeared showing that there are indeed remarkable differ- 
ences from country to country—West Germany has 12 or 
13 visits to a physician per capita a year, Sweden 3.5, and 
the United States about 5. But the problem which Weber 
called verstehen remains. How are we to make sense of 
this information? The data may be fascinating, but what 
all that elaborate research has not done is to unfold the 
contexts within which the behavior was examined. What 
about the cultural expectations at different levels of the 
society, what about the actual distribution of facilities and 
services, and their structure and organization? We have 
no satisfactory general measure of health, but taking infant 
mortality or longevity as a beginning, remembering all the 
shortcomings, it is helpful to look at “contrasting cases” 
A close association exists between Gross National Product 
(GNP) and health. Although it is crucial to examine the 
distribution of GNP within countries, where the GNP is 
high infant mortality is low and life expectancy long, and 
vice versa. The length of life in Bangladesh is about 42 
years compared with 72 or 73 in Sweden; the infant mor- 
tality is 139 per 1000 live births in India: that is, 139 of 
the children will have died by the age of one year, while 
in Sweden only 9 or 10 die, and in the United States 18 
or so. Nevertheless, there are “contrasting cases”, such as 
Syria which has a low GNP but also a low infant mor- 
tality. 

Do these health levels, although they are calculated by 
such problematic measures, imply different kinds of health 
services? Many studies indicate that health levels generally 
are not determined by what is done in the health services, 
yet if an association is found can we infer that the way 
health services are organized produced it? Certainly it 
would not be enough to ask only about doctor-patient 
relationships, or for most countries of any size, to ask 
about a policy ordered by a central office and imposed 
across the whole country. 

Regional organization is worth further thought. For 
most countries, regions need to be intermediate units, 
probably not each town because that would lead to dupli- 
cation of exotic equipment such as brain scanners. Waitz- 
kin has written about the problem of investment of surplus 
capital, showing that in the United States when there is 
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no war, it is invested in the medical sphere, such as in 
coronary care units. Yet there is no evidence that these 
do any good. In fact there is some counter evidence from 
the United Kingdom, for example, showing that people 
sent home do better than those treated in coronary care 
units. But coronary care units still spring up. In part this 
happens in the U.S. because of the atomized market sys- 
tem, and because no real effort to establish regional units 
is made. It is an idea with some history, reaching back 
to the 1920s; it was tried out even in pre-Revolutionary 
China in a Cornell-Peking University project, in Puerto 
Rico, and the services in the Soviet Union are based on 
it 

With regional units as an ideal goal, what social, econo- 
mic, and political conditions would support establishing 
regional units? Today throughout the world oppressed 
groups are trying to themselves from colonial in- 
fluences. Each has different characteristics, and they have 
reached different stages of development. To understand 
these movements, a typology is needed, a way of thinking 
about the organization of authority in society. Everyday 
terms penetrating—parliamentary 
democracy, socialism, capitalism—so this paper focuses on 
centralization and decentralization of authority, and on 
Liberation move- 
ments seem to move towards a sociopolitical structure 


Iree 


are not. sufficiently 


authority as concerted or fragmented 


which is decentralized and concerted; an environment in 
which real coverage of the people with some form of ade- 
quate health care could 

The discussant for the session was Roger Jeffery, who 
began by saying that he found the paper a radical sand- 
wich, with the middle section not fitting easily in between 
The centralization/decentralizaiion concept seemed weak, 
medical care system, Elling 
appeared to be doing exactly what he claimed he did not 
a social engineer, speaking to 


be expected 


and in describing his ideal 


want to do: arguing like 
administrators who impose change from above. 

Jeffery was uneasy with the table illustrating the types 
of authority because classification which combined 
India, the U.S. and the Federal German Republic ignored 
differences too significant to overlook. Social formations, 
the modes of production dominant in different settings, 
and international and multinational sets of relationships 
were not included. Finally, the table permitted movements 
directions at the same time, and any grid which 
there are tendencies to 


any 


in all 
gives no grounds for saying that 
move one way or another, or that there are some inconsis- 
tent patterns, was not very helpful for the sorts of problems 
Jeffery wanted to analyze 

The reason for the weaknesses failure to look 
at the ways in which medical care systems dominated by 
Nation-State apparatuses work as social control mechan- 
isms. These mechanisms differ in different social formations 
and cannot be combined in an atheoretical way. Secondly, 
Elling neglected the role of medical services in the modes 
of production, including the mode of medical production. 
Ignoring these problems made it possible to put countries 
together in a framework such as the one in the table. 

To what extent is there relative autonomy between medi- 
cal care systems and other systems in societies? Can medi- 
cal care be detached? What range of variation is normal. 
and what variations should be studied to predict changes 
in a system? What chances are there for systems to get 
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out of step with other patterns in society? Jeffery’s research 
in post-colonial India has sought to explain, for example, 
why the Congress Party in 1938 produced a classic pro- 
gram for something like barefoot doctors, and why this 
program was not taken up. How can the fate of a similar 
document which came out in 1975 in India be predicted? 

Elling replied that he found the sandwich criticism good. 
He had used condensed officialese, but wanted to empha- 
size that the literature on regionalization showed a notice- 
able lack of concern for the way laymen would be involved 
in determining what their health problems and priorities 
are. He is convinced that this is central to achieving full 
regionalization. As for the interplay between the health 
system and its sociopolitical context, he is convinced that 
health and medical care systems are deeply embedded in 
the rest of society, and that the belief systems which orient 
people in different parts of social structure are interrelated 
Having accepted the assignment by the conference 
organizer to talk on health systems as changing social sys- 
tems, it seemed necessary to avoid an internal examination 
of technology or of flows of ideas, and to make some stab 
at moving back to the dynamics of change in the sociopoli- 
tical economic structure 

Gananath Obeyesekere argued that the relationship 
between GNP and infant mortality is an illusion, shown 
by Sri Lanka where infant morality is low, 30-40 approxi- 
mately, but economic conditions are abysmal, worse than 
the rest of Southeast Asia. Also, the life expectancy is 
equivalent to that of the West, 70.2 according to WHO 
Scandinavian Marxist sociologists working in a village in 
South India found that by controlling for infant mortality, 
the life expectancy there shot up to 60, and in some in- 
stances, 70. But GNP has nothing to do with it. Children 
are dying from the time they are born until the age of 
3 or 4. Over a three-year period the causes of infant deaths 
in the village were (1) neonatal tetanus, (2) diarrhea, and 
(3) fevers 

In Sri Lanka, WHO statistics indicate that 99° 
births are supervised professionally. That is the one vari- 
able involved. During the last 20 years, local politicians 


of the 


have realized that they must provide three things: a mater- 
nity ward, So when Obeyesekere 
did fieldwork in one of the most isolated villages in 1956 
even there 70°, of the births were in the maternity ward 
He believes the GNP is a spurious correlation with infant 
mortality because the real question is how to eliminate 


a road, and a school 


these preventable causes of death. He disagrees also with 
the Scandinavian Marxists, who said deaths were due to 
poor nutrition and to the economic infrastructure, because 
poo! Indian 
society 

Elling replied that his main point was that although a 
high correlation exists between infant mortality and GNP, 
study of places where this is not the case would be 
especially productive. Some countries with very low econo- 
mic production have somehow found a system that gets 
health care and knowledge to low income and rural people, 
whereas in other countries resources are concentrated in 
the capital. In the Ivory Coast. for example, 60° of the 
health budget is spent on the medical school and the hospi- 
tal in the capital city. 

Margaret Mackenzie asked Obeyesekere why he claimed 
that it was solely because births were professionally super- 
vised that infant mortality decreased in Sri Lanka. If there 
were a road and a school, as well as a maternity ward, 
how did he know that they, and nutrition, had nothing 
to do with the improvement? 

Joseph Loudon also challenged Obeyesekere’s crediting 
the midwives as the sole reason for the improvement in 
infant mortality. Speaking from experience working in 
South Africa in an area where the toddler death rate was 
300-400 per 100,000, he found Obeyesekere’s claim implau- 
sible. Rather. the successes Obeyesekere discussed implied 


nutrition is characteristic of all levels of 


widespread acceptance of a whole range of other services 
he had not mentioned, and which his own clinical back- 
ground suggested were symptomatic of a major change 
which was not purely technical, but was in fact a major 
change in culture. 

Obeyesekere reiterated that nutrition was not crucial but 
conceded that education was, especially since it was intro- 
duced at the same time as the other improvements. He 
added another item from WHO: that voluntary family 
planning has been dramatically successful in Sri Lanka, 
where the birth rate is moving towards that of Singapore 
which is close to Western rates. 

Mary Jo Good asked why the Sri Lanka politicians 
decided to introduce the innovations. Obeyesekere replied 
that he knew little about the decisions, except that one 
Cabinet Minister during the British period decided on cot- 
tage hospitals. Compulsory education, the elimination of 
illiteracy, and roads that brought a bus to every village 
had behind them some very important cultural factors. For 
example, the mystical Buddhist theme that it is meritorious 
for kings to provide hospitals for the poor. 

Ronald Frankenberg mentioned Scarlett Epstein’s study 
which showed that a village closer to development schemes 
became poorer while one further away changed. Recent 
work from Pakistan indicated that the enormous increase 
in GNP from the Green Revolution made the majority 
of the people much poorer than they had ever been. Even 
if the GNP and infant mortality figures were associated, 
the correlation may be completely unreliable. During his 
own fieldwork in Zambia, Frankenberg had _ been 
astonished by the infant mortality figure in the WHO 
handbook because the country had no registration of 
births. Officials at the Ministry of Health, when asked how 
they arrived at the figure, said that it came from the WHO 
handbook. The WHO officials said the Zambian Govern- 
ment told them. When he returned to the Zambian 
Government to ask them how they knew what to tell the 
WHO, the officials said, “We looked it up in the WHO 
handbook.” 

Frankenberg objected to Elling’s use of GNP because 
it was not broken down into classes and sections in the 
population. Recently WHO has been paying attention to 
rural preventive medicine rather than urban curative medi- 
cine. It has little chance of success. The reason for this 
Situation is to be understood in the context of class strug- 
gles within and outside so-called developing countries. One 
must recognize and show by concrete studies, that the rul- 
ing classes do not have the same interest in medicine as 
the mass of the population. The situation in the Ivory 
Coast can be duplicated in many places; the same is true 
in Uganda and in Zambia. What happens, for example, 
is that someone in an elite position, such as a Permanent 
Secretary, who is dying, is flown overseas for treatment. 
His colleagues say, “Our country has no medical prestige, 
we must have a coronary care unit (or a kidney unit).” 
Immediately they build one—so they can die in their own 
special unit. 

As well as that, there is the exploitation of the third 
world by the U.S. and by England. Doctors are trained 
in India and they go overseas; doctors are trained in Eng- 
land and they go to the U.S. One has to look at a class 
situation on a world scale, then at what the class forces 
are within particular countries, and that is more significant 
than Elling’s centralized/decentralized and concerted/frag- 
mented distinctions. 

Elling agreed that of course it is necessary to know how 
the class struggle is going to work itself out in relation 
to his scheme of the organization of authority. 

Mary Jo Good addressed the issue of decentralization 
and class forces, both of which she thought might be 
accommodated by Elling’s scheme. Given a centralized 
society and a particular set of class relations, one would 
expect a certain kind of medicine to be fostered by Govern- 
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ment or by private enterprise. Given a decentralized 
society and a similar set of class relations, one might expect 
different health services. It is necessary to study the ideolo- 
gical purposes the health system serves. In Iran for 
example, the “barefoot doctor” being introduced certainly 
is not the same kind of person as in China. Instead of 
threatening the physicians who are an elite group from 
the upper class, they serve them. 

Arthur Kleinman emphasized that using technological 
resources without making any significant changes in 
poverty or in population pressure was unsuccessful, but 
a widespread belief persists that technological innovations 
will successfully remove sickness. While a few examples 
support this belief, by and large technology is only one 
of many contributing factors. Moreover, many situations 
arise where technology creates worse problems than those 
it is designed to remove—such as the widespread use of 
antibiotic injections for almost any complaint. 

Everett Mendelsohn discussed the methodological impli- 
cations of trying to discover what it is that makes a differ- 
ence in medical care. He mentioned a survey just after 
World War II in Maine that asked physicians what tech- 
nology most affected the practice of medicine. In over- 
whelming numbers they listed the automobile. It made 
sense because the automobile gets people to professional 
centers for childbirth. Dr. Loudon also is convinced that 
medical technology is not sufficient to make a difference 
in health status, and is willing to stake his reputation on 
its not being that simple: he himself believes that the cen- 
tral difference is change in social performance and in cul- 
ture, which has to do with how people live, and with what 
credence we and they give to different technological modes, 
different educational styles, and different ways of organiz- 
ing people. Fairly early in development studies it was clear 
that the People’s Republic of China was making a differ- 
ence. What were they doing that made a difference? How 
did they organize their population, how did they mobilize 
it? Were they or were they not introducing a belief system 
which had large segments of the population accepting ideas 
which changed their patterns of behavior, changed their 
relationship to society, to technology? In societies which 
are using a mixture of medical systems, which is the mix- 
ture that makes a difference? What will people accept or 
not accept and under what conditions, and what are the 
differences across social class or religious boundaries that 
“make a difference”? 

Margaret Mackenzie said that she was trying to place 
Elling’s paper within the context of the title of the confer- 
ence because his paper, with its comparisons of GNP and 
infant mortality rates, seemed to be in a different arena 
from the others, and that this led her to ask Professor 
Leslie about how he had decided to organize the confer- 
ence and what his goals were. 

Charles Leslie replied that there are two 
organizing conferences: inclusive and exclusive. An exclu- 
sive way would be to build a study of medical systems 
that is sociological and cultural, putting aside all questions 
of ecological systems and of epidemiglogy. For example, 
William McNeill had said he could not understand why 
he had been invited because he felt he knew nothing about 
medical systems. But McNeill’s paper is an example of 
comparative method: he thought he noticed something 
about the Conquest of Mexico, then his mind switched 
to the plague in Renaissance Europe, then to the plagues 
in Rome, and then he perceived similar patterns in the 
epidemics among rabbits in Australia, so he compared evo- 
lutionary adaptation in a non-human organism to the pat- 
terns he saw in people. Finally, he stretched our notion 
of what a society is by considering those things that eat 
and are eaten by members of a society. Human beings then 
belong in a society of organisms co-existing as an historical 
entity, and McNeill looked at human history from this 
perspective. Leslie, in organizing the conference, did not 
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want to exclude that sort of comparison and he thought 
that Zimmermann, working at the other extreme of com- 
parative method, would agree. Zimmermann is studying 
one learned physician in India, and a set of classical texts- 
but mainly a single text—and from that he is trying to 
produce some comprehensive patterns for South Asia, a 
whole civilization over several thousand years and many 
classes of people. 

The problem is the complementarity between difference 
conceptual structures and different realities. Zimmermann 
is not interested in the bacteria in the belly of the Brahmin, 
whereas the bacteria would be interesting to McNeill. How 
do we learn to shift gears within different conceptual 
frameworks? This can be viewed in a derogatory way as 
eclectic. But Leslie believes that it is useful to make sense 
of human activity through a set of shifting perspectives 
and communication (and miscommunication) 
and connections across boundaries 

The idea of the conference is to bring together people 
with different concepts, knowledge of fact, and different 
interests, some of whom may not be interested in what 
some of the others are studying. But perhaps their minds 
will be stretched a little by the experience and they will 
realize complementarities between various kinds of study 
unrecognized before 

In developing the conference, Leslie conceived of the 
medical system as not having any bacteria in it, but as 
being a system of social relations in social institutions and 
cultural forms. Many study this field with very little his- 
torical and contextual knowledge, so that there are, as Paul 
Unschuld pointed out, Sinologists working in ways com- 
parable with those of Zimmermann, studying classical texts 
and describing a system. The question is, how much is 
it useful to know of that for who is studying 
medicine in Zaire? 

The flow of doctors from India to England, and from 
England to the U/S. is the creation of 
network of institutional 


networks, 


someone 


a cosmopolitan 
medical system, a interrelations 
and exchange of knowledge, so that a person can have 
an appendectomy in China or in Russia or in Zaire or 
in Paris, and possibly the surgeon would use similar surgi- 
cal instruments, but with the operation 
very different in context. An exclusive biomedical perspec- 
tive would be blind to this point 

How could one ask about the theoretical foundations 
for the comparative study of medical systems in an exclu- 
sive conference without throwing a lot of the world into 


shadow? Perhaps the light in this inclusive conference is 


being otherwise 


too diffuse and people panic when they feel that too many 
ideas are being discussed, references being made to too 
many different kinds of things. They want intellectual 
closure. If the conference had included only psychoana- 
lysts, or only Marxists or only French structuralists, there 
could have been easy closure, but it would be blind to 
the rest of the world. So this is a that 
not look for closure, but perhaps afterwards people will 
keep up new contacts, and we can at least begin to say 
what the vocabularies are and where they direct study. 
and what directions seem to be most fruitful 

Mendelsohn asked how to methodological 
anarchy, the position that any method is as valid or as 
valuable as any other, in an inclusive context. Leslie replied 
that anarchy is one position. 

Jean-Claude Guedon thought that no-one had been 
arguing for the idea of intellectual closure, but that some 
had been arguing against the idea that people can come 
with a shopping bag of ideas, throw them on the table 
and say that this person can have that one, and that person 
the next one, and think that this would be an exchange 
of ideas. He himself in particular objected because embed- 
ded in that notion is a positivistic bias. 

Charles Leslie replied that he thought all the peopie 
there would continue to do the kind of work they were 


conference does 


escape 
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trained to do and that they were most interested in doing. 
The diversity of research would not be cut down. But there 
is value in bringing together different people who are doing 
different kinds of work so that they can have a chance 
to discover what they might learn from others and others 
from them. 

Frankenberg returned to the question of placing Elling’s 
paper in the context of the conference, saying that in terms 
of social anthropology, it could be seen both as validating 
the value and encouraging the small-scale intensive study 
of a limited area either in space or in time. Secondly, it 
raised the question of the persistence of culture, or of ideo- 
logy, in a situation of structural change and of change 
in practice. The third point was less obvious and as far 


as he knew had not been studied: the symbol system of 


the decision makers and the literal concreteness of the sym- 
bols which they adopt, such as hospitals and airports, and 
the problems these raise, for example, for the administrator 
“Last year we changed the 


who goes to Geneva and says, 
in Opposition to the 


rates on such and such a disease”, 
administrator who says, “Last year we spent $10,000,000 
on a big new hospital and here is a photograph of it!” 

Mendelsohn said that there are times when we all need 


to ask, what work are we involved in which is serving 
malignant ends, continuing to create dependent or oppres- 
sive situations? Not all methods are equally responsible; 
some do extend power and control to one group rather 
than another. One thing learned in the analysis of develop- 
ment studies in the last decade is that all those economic 
and social development techniques and funds poured out 
have concentrated wealth abroad, and by concentrating 
wealth, political power. Discussing the interaction of 
modern and traditional medicine without facing that 
makes the conference intellectually vulnerable. 

Obviously the problem is complex, but we have a re- 
sponsibility to face it. Otherwise the position is a return 
to the maxim in Alice in Wonderland: “If you don’t know 
where you’re going, any road will get you there.” It is 
necessary to ask what directions western knowledge and 
technique have taken and where they ought to go, and 
to assess what we learn in looking at other societies which 
have had permanent underclasses and permanent over- 
classes. When we analyze relationships do we further myth- 
ologize them, or do we probe them and see what kinds 
of social systems we have abetted, and whether we have 
perpetuated the restrictions of power to the few? 
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Abstract 
to show how these systems’ constituent elements 


Several field studies of African, Asian, and Central American medical systems are examined 
illness perceptions, diagnosis categories, therapies 


are structured by social relationships, roles, and statuses. These works, which focus on specific communi- 
ties or clinical settings, and cover a restricted social scale and time depth, feature what is called 
micro-analysis. The common handicaps such studies have in accounting for sources of structural change 
in the medical system may be overcome by recourse to a complementary perspective, called macro- 
analysis. Here issues of power, authority, and resource allocation are addressed as intervening variables 
in the degrees of incorporation exercised by governmental and professional medical agencies, academic 
medical establishments, cultic and popular medical movements, economic and ecological factors, and 
the way these in turn shape the medical system, ocr pluralistic trends within it. The integration of 
the two types of analysis demonstrates, in material from Central Africa, nuances and patterns in the 
history of a pluralistic medical system not seen in other medical anthropological field studies, which 
are often encapsulated in a small-scale context, or given to pseudo-universalizations 


INTRODUCTION 


Current efforts in anthropology to define the medical 
system usually fall within the scope of empirical field 
studies of illness perception, disease occurrence, diag- 
nosis, prevention, and therapeutic efforts within 
specific communities or clinical settings—what will 
here be called micro-analysis. At this level the medical 
system is frequently described as if structured by 
roles, statuses, and patterns of relations on the part 
of those involved in medical acts, concepts, and deci- 
sions—i.e. a social system. Change of such a structure 
is rarely studied. One reason for this is that such 
studies fail to consider larger-scale social entities such 
as governmental and professional medical groups, 
academic medical establishments, political or popular 
medical movements, or economic and_ ecological 
forces as they influence individual behavior—what 
will here be called macro-analysis. At this level ques- 
tions of power, resource allocation, and organization 
become significant, offering the scholar an explana- 
tion for change that can only be documented over 
time in micro-analysis. 

These efforts within anthropology and related cul- 
turally- and historically-embedded disciplines—socio- 
logy, history of medicine, philosophy and history of 
science—to define the medical system and produce 
comparative theory may be likened to early efforts 
to identify the.essence of kinship and to extract from 
such discoveries social theory. Thus, as Louis Henry 
Morgan a hundred years ago delineated comparative 
differences between “descriptive” and “classificatory” 
systems of consanguinity in evolutionary terms [1 ], 
we today have our anthropologists who account for 
variety in human health and disease in terms of gen- 
etic or cultural (technological) adaptation and evolu- 
tion. Another early scholar of kinship, Alfred L. 
Kroeber, argued for the conceptualization of kinship 
in terms of logically-autonomous, historically-derived, 
cultural categories as reflected in terminology, having 


little to do with the biological facts of mating and 
reproduction [2,3]; today we have the componential 
analysts and the “new enthnography” proponents 
who limit their scholarship on medical systems to cul- 
tural models, i.e. terms, concepts and indigenous cate- 
gories of health and illness. Another early student of 
kinship, psychologist, physician and anthropologist 
W. H. R. Rivers opposed Kroeber, arguing for a 
closer integration of kinship terminology and biologi- 
cal reality within social institutions [4,5]. Like Rivers 
and Malinowski, whose work was in some respects 
similar, today’s positivistic medical functionalists 
emphasize the unity of body, language and reality. 

A. R. Radcliffe-Brown, a most important figure in 
the development of kinship studies in anthropology, 
took from these pioneers what he needed, but made 
a significant break with them in approaching kinship 
through the comparison of structural principles or 
elements such as kin terminology, sex-role differentia- 
tion, generation, descent, filiation, residence and mar- 
riage [6]. Decades of productive fieldwork by many 
scholars followed his lead in several national anthro- 
pological traditions 

In the study of medical systems one could say we 
have moved into a Radcliffe-Brown era in the sense 
that exemplary field studies, of the type we shall 
examine below, converge around a number of ele- 
ments considered basic to all medical systems: (1) a 
culture’s conceptualization and labelling of afflictions; 
(2) techniques and materia medica of healing tradi- 
tions; (3) the institutional framework of healing roles 
and resource allocations; (4) the course of illness and 
disease in time through distinct episodes; (5) the con- 
text of decision-making in the choice of appropriate 
therapy; and (6) the relationship of socio-cultural ac- 
tivity and norms to bio-ecological factors. Radcliffe- 
Brown may not be the ideal analogical point of 
departure for a study of structural change, since he 
and other structural-functionalists favored static 
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analysis. Yet the structural study of related elements 
does not inherently rule out an explanation of change, 
as will be shown. 


MICRO-ANALYSIS OF MEDICAL SYSTEMS 


To propound theory in the social sciences it is 
necessary to relate apparently discrete and discon- 
nected phenomena [7]. This may be done through 
empirical generalizations or by deductive statements 
at a level of abstraction above the observed phenom- 
ena. In the paragraphs that follow, four reputable 
and/or promising approaches to the micro-analysis 
of medical systems will be reviewed. Although they 
differ in their ethnographic point of origins, in the 
exact systemic points they focus on, in their epistemo- 
logical assumptions about data, and in the way they 
have approached change, they offer a good cross- 
section of today’s work in the area of medical field 
studies. Characteristic issues in the understanding of 
structural change in medical systems may _ be 
approached with their common features in mind. 

Anthony Colson’s writing on the use of medical 
resources in a Malaysian village illustrates an 
approach that includes most of the six elements listed 
above [8]. Careful record was kept over six months 
of nutrition, endemic parasites and other disease 
sources. To determine the medical system—+.e. the in- 
tentional efforts to heal illness—weekly surveys were 
made of all households on the following points: 
labels, symptoms, presumed cause, and preventive 
measures taken of all illnesses having been experi- 
enced; therapeutic action undertaken or intended; 
moment of perceived beginning of illness episode, as 
well as its end, and further action to be taken; finally, 
decision-makers in the choice of therapy were identi- 
fied [8]. These elements in the medical system were 
correlated with roles and types of practitioners and 
available medical resources used. Where modern faci- 
lities were utilized, their records were cross-checked 
as a further source of confirmation of diagnosis (see 
Fig. 1) 

Colson’s work is in some respects like the studies 
of medical systems carried out by componential ana- 
lysts (also ethnoscientists) such as Frake[9] and 
Metzger and Williams[10], with their concern for 
native thought and categories of expression. Colson 
however correlates the ethno-model of illness and 
healing with an epidemiology of disease and a careful 
concern for the ecological factors of nutrition. With 
ethnoscience advocates, Colson emphasizes the longi- 
tudinal dimension of illness and health-seeking epi- 
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Fig. 1. Anthony Colson’s model of medical system; based 
on report of field study in Malaysian village [8]. 
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Fig. 2. Fabrega’s model of medical system; as construed 
in early theoretical writing and in later fieldwork with 
Manning [11-14]. 


sodes; but in contrast to them he derives his data 
from a 100% representation base of household sur- 
veys rather than from a few informants’ logical or 
classificatory constructs. Colson’s generalizations 
about native categories of illness perception and 
health-seeking norms, as well as his understanding 
of practitioner roles, are based on _ empirically- 
extended surveys, and although he does not speak 
about change and comparison, there is nothing in his 
method which would rule out these extensions of his 
study. 

More explicit concern with theory is present in the 
work of Fabrega and colleagues. Focused mainly 
upon Guatemala and other Central American locali- 
ties, Fabrega et al. have sought to devise an “illness 
behavior grammar” based on rules that underlie and 
explain regularities in the unfolding of illnesses 
[11-14]. The model of analysis proposed in these 
works rests on the analytically distinguishable levels 
of: the biological, i.e. chemical and physiological pro- 
cesses; the behavioral, i.e. relations between a person 
and other persons, groups and institutions; and the 
phenomenological, i.e. the actor’s (patient’s) definition 
of his own state. Discontinuities at any of these levels 
may be defined as illness or disease and evoke a 
therapeutic response. The model is a statement about 
the integrated continuity of the human universe, and 
how discontinuity within these major sectors of inte- 
gration—defined within the culture as illness—offer 
the comparative scholar with a basis for cross-cultural 
work (see Fig. 2). 

In his on-going field work with Manning[14], a 
simplified version of the model has been dilineated 
by Fabrega. Nearly 200 households in a city of the 
Chiapas highlands are being visited every two to three 
months over a period of three years, by trained inter- 
viewers. They ask each family to recall illness episodes 
within their midst, with special attention to the fol- 
lowing five points corresponding to the three levels 
of the theoretical model: medical or physiological 
symptoms; behavioural changes in the afflicted; the 
family’s judgment of the illness’s severity; the family’s 
response to the illness, i.e. their deliberation on what 
to do; and actual treatment undertaken, its character- 
istics. The model’s focus upon family decisions and 
individualistic illness or disease may restrict its appli- 
cability in other cultural contexts where kinsmen are 
not so dominant in therapeutic decisions and where 
illnesses may be collective in nature. The model’s ap- 
propriateness for study of change is obvious from the 
three-year span proposed for it, although diachronic 
“grammatical” structures of illness/disease behavior 
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Fig. 3. Jean Pouillon’s comparative framework of healing 
structures [18]. 


appear to be its primary concern. If important 
parallel changes are present in economic, political and 
ecological sectors of the society, the method should 
allow its interpreters to draw appropriate conclusions. 

Jean Pouillon’s writing on therapeutic structures is 
more explicitly concerned with comparative analysis 
than is Colson’s or Fabrega’s although little concern 
is given the ecological basis of illness. Taking as his 
basis for a therapeutic or medical system the simple 
triad the patient (le malade), the doctor (le médecin), 
and the illness (le mal), reminiscent of an approach 
used by students of Western medicine (e.g. [15—17]), 
Pouillon examines the variable content of these ele- 
ments and relations in several cultures ([18]; see 
Fig. 3). Thus, among the Dangeleat of Chad, where 
Pouillon has worked, illness is held to be the doing 
of margai spirit-genies who attack the sufferer with 
not only an affliction, but an appropriate identity as 
well. Healing constitutes acceptance of the new iden- 
tity. What is remarkable in Pouillon’s explanation of 
Dangeleat healing is that these same margai spirits 
signal the healer by attacking him as well, thus cre- 
ating a specific doctor—patient relationship for the 
occasion, between whom an enduring patronage 
exists for the life of the two persons. Carrying this 
perspective to the Ndembu of Zambia, where Victor 
Turner’; work offers good comparative material, 
Pouillon notes some variations on the theme of attack 
and victim. An illness is commonly attributed to the 
spirit or ancestor of a particular cult of affliction to 
which the sufferer is initiated after its identity 
becomes clear through divination. The “cure” does 
not end once the sufferer becomes a member of this 
supportive therapeutic community; he may be pro- 
moted within its ranks until he becomes a doctor 
(nganga) within the cult, not unlike patients become 
doctors in Alcoholics Anonymous, Synanon, and Psy- 
choanalysis. Carrying the comparison further, Pouil- 
lon discovers yet another variation on the theme in 
Europe and the Western world. Here, not surprisingly 
since this is our model, the affliction strikes the indivi- 
dual sufferer. The doctor is believed to be immune 
to and aloof from the illness or disease; he is given 
a status superior to the patient, sometimes to the 
extent that the patient makes him an object of ado- 
ration or worship. 

In Pouillon’s approach the medical 
synonymous with the role and status structure of a 
society. From the examples he uses, it is clear how 
different variations may be when _ healing is 
approached in this way. Yet one wonders if there are 
not alternative medical systems in each of the socie- 
ties he has analyzed, such as we know is the case 
in modern Western society. The problem of medical 
pluralism will be taken up in the next section. 

Contrasting with Pouillon’s structuralist approach 


system 1S 


to the medical system is one which concerns itself 
with keeping careful empirical account of statistical 
rates of change in the interaction of social processes 
and technical-medical uses. In a programmatic state- 
ment of his work in Vellore, India, Edward Mont- 
gomery [19] has devised an analytic model based on 
four main points (see Fig. 4). He is concerned firstly 
with the recruitment to roles of medical practice of 
all types within the local pluralistic medical scene, 
as well as structural factors of heredity, schooling, 
and consumer demands. A picture emerges of the col- 
lective rate of medical practice, within social norms. 
Secondly, he is concerned with available types and 
quantities of medicine, and how they are used. 
Figured in relation to these first two variables of the 
analytic model is the patient population, with causal 
roots going back to ecological and demographic fac- 
tors. Finally, he records rates of turn-over in the prac- 
titioner population as a broad indicator of popular 
demand for their services 

Although Montgomery completed his 
work, he gives some suggestive results of this type 
of analysis, which is sensitive to both the degree of 
This model will indicate 


has not 


change and social structure 
the impact of seasonal variations in consultation. It 
will indicate something about the accessibility to roles 
of various practitioners. He has documented a large 
turn-over in practitioner population since 1960, for 
example, indicating low professionalism and high 
demand for services. The rate of change in consul- 
tations may indicate something about the medical 
system’s sensitivity to ecology. He has noted signifi- 
cant shifts in the medical system as a result of malaria 
eradication and elimination of plague, 
although there has been an overall increase in the 
population. Finally, Montgomery noted, as a 
result of above changes, parallel shifts in the stock 
Vellore 


measures 
has 


of medications and therapies available to 


practitioners in recent years, due to new factories for 


“English” and indigenous medicines throughout In- 


lig 
dia. In this model, each “variable” may thus influence 
the entire system by its own specific rate of change 

In the combined work of Colson, Fabrega, Pouillon 
and Montgomery, the structure of social roles, sta- 
tuses, and relations is given prominence in accounting 
for many features of the medical system: the “sick 
role” of individual sufferers or categories of sufferers, 
ind the generic pattern of “discontinuity” in social, 
physiological and perceptual activity in defining ill- 
ness (Colson, Fabrega, the ethno-medicine school); 
the idea of structure used to analyze the relationships 
between case decisions in families, healing cults, or 
(Colson, Fabrega, Janzen 
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Fig. 4. Montgomery’s “system of medical practice” [19]. 
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below), or to analyze the allocation and use of medi- 
cal resources (Colson, Montgomery, elsewhere 
Unschuld); the use of institutional relations amongst 
specialists and their normative manner of dealing 
with clients (Pouillon, Fabrega, Janzen). In sum, the 
social system used in these approaches is the organi- 
zation of the medical system, as it mediates ecologi- 
cal—-physiological determinants of health and disease 
with the techniques and resources society has mar- 
shalled to deal with them. 

However, with the exception of Montgomery, there 
is little apparent concern with change in the structure 
of the medical system, in these and most micro- 
analyses based on fieldwork. The reason for this may 
have to do with the lasting influence of Radcliffe- 
Brown and the atemporal bias of most structural- 
functionalism. It may also result from the small-scale 
and short-term focus of most anthropological field- 
work, which, of necessity, is done in single communi- 
ties or regions over months or a few years, rather 
than in a variety of cultures over a long historical 
span. Such change as fieldwork may document must 
therefore be related to theories of long-term and 
structural change. 

There is no intrinsic obstacle to the study of change 
in the structure of a medical system as formulated 
by writers examined above. The models they pro- 
pound are all grounded on a recognition of inter- 
related variables whose qualities or forces exert dia- 
lectical effects upon the other parts of the whole. As 
a theoretical abstraction, the postulate of a dialectical 
structure logically permits the observance of change. 
Concretely, one may note, as seen in Montgomery’s 
work, the changing rate of two causally-connected 
domains, e.g. the effect of increasing population on 
the number of medical practitioners; or for example, 
the impact of cultural perceptions of fertility upon 
the rate of acceptance of birth control measures and 
hence population. 

A more difficult issue than whether change is 
explainable is that of how far-reaching such an 
explanatory dialectic of related variables ought to be. 
Related to our understanding of the social system, 
this question leads us to ask whether the social 
domain—of roles, statuses, relations, organization 
may really be seen as autonomous, or whether it, as 
the structure of a medical system, must be explained, 
and change within it, in terms of ecology, resource 
use, technology, demography or ideology. It is at this 
point, of course, that the theoretical paths of Marx- 
ists, cultural ecologists, Kroeberian ethno-scientists, 
and _ structural-functionalists diverge, each with a 
dominant theory of social causation: the Marxists 
with relations of production; the ecologists with tech- 
nology; the ethnoscientists with native cognition; the 
structural-functionalists with systemic equilibrium. 
The only solution to this theoretical divergence, for 
us, is to observe the structure of a medical system 
so that process and change become key features of 
analysis, rather than appendages. 

The effect of politics upon structural change in a 
social system is absolutely crucial. Since there is a 
precedent for the introduction of this factor as a vari- 
able within kinship studies, we may return to the ana- 
logy established between kinship and medical sys- 
tems. 


E. E. Evans-Pritchard, of Radcliffe-Brown’s stu- 
dents, was perhaps the first to suggest that “history” 
must be included in any study of society. Breaking 
with his mentor, he showed how social organization, 
if studied historically, reflects long-term rhythms, each 
with a causal nexus: some corresponding to climatic 
variations, affecting crops, grazing pasture, etc.; 
others flowing out of the generational patterns of 
human biological succession; still others having a 
bearing on the temporal structure inherent in the 
social institutions themselves [20]. Edmund Leach 
added to this sensitivity to change in social structure 
by stating that no society could be stable or perfectly 
integrated. More correctly, he suggested, a society 
carried several alternative models of itself at all times, 
each of which corresponds to alternative ecoiogical, 
ideological, and political preferences [21]. M. G. 
Smith’s approach to the issue of the social system 
and its relationship to parallel “systems” appears par- 
ticularly suited to the case at hand: the explanation 
of change in the structure of a medical system. Smith 
demonstrated, in a careful study of segmentary 
lineages—until then a privileged garden for structur- 
al-functional cultivation—that politics, that is the 
exercise of power and authority, determines the exact 
combination of various extrinsic determinants in the 
structure of a social system [22]. Thus, we too can 
move from our handicapped micro-analysis of the 
medical system to a better understanding of change 
by observing how power and authority are used in 
the conceptualization, structuring, and allocation of 
that resource which is healing. My own work in 
Lower Zaire will provide the main context for this 
discussion. 


OPENING MICRO-ANALYSIS TO 
MACRO-QUESTIONS: THE PLURALISTIC 
MEDICAL SYSTEM OF THE BAKONGO OF ZAIRE 


In 1969 William Arkinstall, M.D. and I researched 
the medical system in Kongo society, through a field 
project carried out mainly in the Manianga region 
of the Territory of Luozi, north of the Zaire river 
[23-26]. Western-introduced cosmopolitan medicine 
and therapies deriving from Kongo tradition were 
studied. Close observation of cases in the “quest for 
therapy” revealed that diagnostic decisions and 
choices of therapy alternatives were made by constel- 
lations of kinsmen, friends, and other associates who 
escorted the afflicted through a several-stage course. 
Sufferers and therapeutic specialists were relatively 
unimportant in determining the pattern of medical 
utilization. These groups of decision-makers, of shift- 
ing alignment and composition, whom we identified 
as “therapy managing groups”, are akin, in an analyti- 
cal sense, to Colson’s emphasis on “decision-makers” 
and Fabrega’s concern of “family responses” in the 
“judgement of severity of illness” (see Figs. | and 2). 

Kongo therapy managers—lay, semi-specialized, ad 
hoc—and full-time African practitioners used a com- 
mon diagnostic ideology in which “natural” illness 
contrasted to “human-caused” illness. Some tradi- 
tional Kongo as well as all Western medicines and 
therapies were appropriate for the treatment of 
natural illnesses. A variety of traditional-derived 
treatments and collective rituals, as well as intensive 
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Fig. 5. Janzen’s model of the medical system; application 
to lower Zaire material in Fig. 6. 


kinship analysis, were judged appropriate for human- 
caused illnesses. Therapy managers of the cases in 
frequent consultation with specialists were able to 
compose a “package” of solutions appropriate to their 
unique understanding of the problem, as diagnosed. 
In drawing up a model of the medical system the 
variable “problem identification”, as broad as the 
W.H.O’s International Classification of Disease and 
Weed’s “problem-oriented method” of classification, 
is similar to, although broader than, Colson’s “illness” 
concept, with its related ideas of labelling, symptom, 
cause and prevention (Fig. 1); it combines Fabrega’s 
“ilIness episode”, “medical-physical symptom”, and 
“judgment of severity of illness” (Fig. 2) and Pouil- 
lon’s “le mal” (Fig. 3). 

Two further dimensions of the medical system were 
identified in our work: “practitioner/helper role” and 
“therapeutic technique” (Fig. 5). These resemble Col- 
son’s “therapeutic action” and Fabrega’s “treatment” 
and Montgomery’s “set of medications”. Pouillon’s 
full elaboration of the social role of the healer, and 
Montgomery’s allowance for the rate of diverse prac- 
tices in India’s pluralistic medical scene, develop the 
social role of practitioners even more. In Zaire one 
must take note of the institutional pluralism of heal- 
ing so as not to distort the picture of medical practice 


Role/group of 


Problem 


Therapeutic 
Formulation 


Technique 


Practitioner 


(examples) 


vuD 


Pharmacist 
etc 


poitice on skin Nganga mbuk ] 

potion orally — Ngongo bulau U Art of the 

bone reduction Ngangoa lunga P 

charm prepared Nganga nkis Ngango 
etc 


wcouvvvVvUvoUVTUD 


] 


s | 
ae 
| 
Ss with 
prayer ond- Ngunza prophet 


divination diviner 
singing, chants 
residence —Non-kin rityal / 
professional 
group 


Purification 
and 
initiation 


VOUT VOVUVV ODVUOUVOVDVUUVUO 


Fig. 6. Kongo medical system-in-the-concrete, 1969-1970; 
partial sketch of relations between elements of model, 
Fig. 5. 


By closely scrutinizing the decision-making process 
of therapy managing groups in Kongo society, we 
discovered a pervasive pattern of therapy choices, in 
single cases, across types of therapy (see Fig. 6). In 
Western Medicine as introduced largely by mission 
societies, practitioners were M.D.s, nurses, and a var- 
iety of lab technicians and special therapists. This is 
where most cases began. In the Art of the Nganga 
a variety of specialized traditional doctors (banganga., 
pl.) practiced herbal treatments (potions to drink, 
lotions, poltices rubbed into skin cuts), cupping horn 
extractions both of evil polluting substances and such 
poisons as snake venom, and other charms and con- 
crete treatments. In Kinship Therapy, groups of kin 
from single or several matrilineal clans, met in council 
to examine in detail their relationships, to study and 
reconcile conflicts, to confess wrong actions, to make 
sacrifices, extend blessings, and similar “kinship” ac- 
tivities. These sessions were frequently led by a cere- 
monial specialist called an ngunza, inspirational pro- 
phet. In the therapy system we called Purification and 
Initiation, non-kin ceremonial societies, organized 
across lines of descent and territory, met to create, 
often in isolated retreat, an alternative religious order 
to the problematic social order of kinship or the 
modern industrial city with its conflicts of loneliness. 
Here the phenomenon of “sufferer” becoming “doc- 
tor—priest”, identified by Pouillon in Ndembu society, 
was normative. The pluralistic character of these 
medical offerings tended to be off-set by the deft ap- 
plication, in many therapy managing groups, of the 
unifying ideology of minimal opposing causes of ill- 
ness—natural and human. 

This picture of the medical system-in-the-concrete 
of Kongo society in Zaire, as it was witnessed in 
1969-1970 (Fig. 6), and based upon a model of the 
medical system in the abstract (Fig. 5), conveys all 
the strengths and flaws of micro-analysis as discussed 
in the previous section. Tensions or contradictions 
internal to the system tend not to be visible; it is 
not clear how individuals or groups have exerted 
pressure to bring institutional relations into being; 
it is not clear how extrinsic forces have shaped, or 
continue to shape, cultural ideologies. On the other 
hand, a clear idea of daily operations, norms, and 
anxieties are apparent. A brief 60 year history of 
Kongo therapeutic institutions will show how rapid 
and far-reaching have been changes, and ‘to what 
extent these tend to be due to political policies and 
actions. 

Prior to 1910 there was no “Western medicine” in 
Kongo society. A range of banganga doctors practised 
their arts, from divination and ceremonial support of 
chiefs, to less politicized treatments such as cupping 
horn purification, bone setting, treating of parasites 
and snake bites. Ceremonial societies such as Lemba, 
Khimba and Kimpasi, drawing to them the powerful 
roles of authority such as chief, healer, and judge, 
defined the social order and exacted sanctions. But 
by 1920 the Belgian colonial regime had destroyed 
the ceremonial societies by taxing the productive sur- 
plus they had judiciously allocated to their own con- 
trol of the society. Furthermore, the colonial govern- 
ment had created an armed counter elite to extend 
its rule within African society. A messianic attempt 
to restore Kongo indigenous authority was led in 
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1921 by prophet Simon Kimbangu. One facet of this 
restoration was the rejection of magical medicines of 
the banganga; another was the acceptance of all that 
was worthy from Europeans, including the visitation 
to Western medical institutions. Kimbangu and other 
prophets gained a reputation for healing the sick, rais- 
ing the dead, and performing other miraculous feats 
through spiritual power bestowed directly from God. 
Their following was enormous. But within weeks of 
its visible eruption, the movement was savagely 
repressed by colonial authorities. Only in secretive 
meetings could remaining followers come together. 
What African therapies remained intact were “regu- 
lated” by colonial officials as part of a campaign to 
expurgate “aberrations” or “deleterious trends” from 
Kongo custom, so as to bring it to the colonizer’s 
level of civilization. Thus, herbal treatments and bone 
setting were regarded as innocuous, and tolerated. 
But diagnosis and divination by a prophet-seer was 
regarded as conflict-arousing, prone to politicize and 
excite the populace, therefore dangerous; it was ruled 
illegal. Meanwhile, Western medicine was held to be 
true medicine, whose clinics, hospitals, maternities 
and special treatment centers were subsidized by the 
colony, and whose professional status was governed 
by elaborate schools and written codes of law. 
When African politicians gained power in the fifties 
and early sixties, they stepped into offices left by the 
Belgian colonizers and exercised jurisdiction through 
the same written penal code as had been used on 
them. The practice of healing (using Western medi- 
cine) without a permit and a diploma was punished 
by law courts. The African therapies of banganga, pro- 


phet-seers, and kinsmen groups, on the other hand, 
continued to be regulated in terms of custom, ie. left 
to take its own course. Superficially its post-colonial 
development resembled a return to pre-colonial struc- 
ture. Banganga, who had been tolerated by the col- 


onial government, remained stigmatized and frag- 
mented. The prophets, who had been illegal, became 
prominent as ritual counsellors to politicians and 
political parties, acting as arbitrators in party con- 
flicts and consecrators of high office holders. Many 
prophet groups organized to exert collective political 
and ceremonial pressure upon public policy in the 
new era of independence. 

When army leader Mobutu took over the national 
presidency by coup in 1965 from Kongo leader Kasa- 
vubu, the fortunes of Kongo healers changed. 
Mobutu, endeavoring to legitimate his regime and to 
de-Europeanize institutional symbols, launched a cul- 
tural authenticity campaign in which public symbols 
such as names, clothing styles, and the content of edu- 
cation and medical arts would be Africanized. A 
firmer and centralized control was extended over 
schools, hospitals, industrial corporations, and 
churches. In the process, prophet organizations and 
independent churches declined, many were ruled 
illegal. But the banganga began to make a come-back, 
by 1976 enjoying the leap to legitimacy of having aca- 
demic research done on them by the Ministry of 
Health, in the hope of incorporating them into the 
national health service as a resource. 

More than “medical revivalism” was occurring 
here. In Kongo and some other Central African social 
structures the public roles of chief, prophet, and magi- 
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cian-healer are articulated in a mutually-complemen- 
tary way [27]. Healing is an important symbol of 
authority wielded by all types of public figures. The 
type of healing or public restoration utilized depends 
upon the type of public role being exercised. The pro- 
phets who emerged in the early twenties, and through 
the colonial period on a sporadic basis, responded 
to the break-down of chiefly authority and the 
nganga’s supporting magic with their own charisma- 
tic, that is revelatory, authority. But when, following 
independence wars and early political chaos, an 
authoritarian military regime was established in 1965, 
the leading politicians and the party of the land 
tended to usurp the role of charisma-symbol maker 
from the prophets. With this decline of the prophet, 
there came a need—in the structure of Central Afri- 
can national political culture—to create a more tech- 
nical realm of the cultural tradition which could be 
made subservient to national political leaders. The 
banganga served this role perfectly, at the same time 
meeting the growing demands for an incorporation 
of alternative health care personnel into the national 
cosmopolitan medical program. Zaire is in conformity 
with many African—and other—nations in this move 
to understand and bureaucratically control tradi- 
tional health practitioners [28-30]. 

This sketch of structural change in Kongo medical 
institutions within Zairian national society illustrates 
the point made at the outset of this essay, that the 
formation of units studied by micro-analysis depends 
largely on exogenous forces, frequently in the hands 
of political leaders, extending over a greater social 
scale than that which obtains in local community and 
clinical practice. 


MACRO-ANALYSIS AND STRUCTURAL 
CHANGE 


Politics is the generic unit of the social system 
needed to explain structural change. M. G. Smith has 
described this generic quality as follows: 


The elementary components or principles of political 
action are authority and power, authority being the right 
and obligation to take appropriate actions in certain situ- 
ations subject to the conditions and procedures set out 
in precedents or rules, while power is the capacity for effec- 
tive action, despite material and social obstacles [22, 
p. 175]. 

And its organization: 


Political relations...are relations that mediate and express 
the distribution of power. Administrative relations express 
and mediate the forms and operation of public authority. 
Together these relations of power and authority, of politics 
and administration, constitute the regulatory processes of 
government that identify the political system and delimit 
its social boundary [22, p. 176]. 

Because the political dimension of a social system 
regulates public action, it necessarily regulates 
change, for example in the manner priorities of action 
are established vis-a-vis the economic, ecological, 
technological and professional resources available to 
a medical system. In like, perhaps inverse, manner, 
only such pressures or changes in adjacent ecological 
or economic systems as alter the characteristic pro- 
cesses and conditions of a social structure need be 
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considered in discussing structural change. As illus- 
tration, the Kongo social structure of the twenties 
offers an excellent case. The sleeping sickness epidemic 
of the early decades of the century certainly had a 
disastrous effect on the health of the populace, and 
may well have been brought on by the massive popu- 
lational movements connected with the construction 
of railroads in the Matadi-Kinshasa corridor, or the 
work projects in other industries. But all this did not 
alter the structure of traditional banganga practices. 
It was the gradual erosion of authority of the chiefs 
and ceremonial societies for reasons explained earlier 
that weakened the authority of the banganga, leading 
them to acquiesce before the prophets in 1921 and 
abandon their practice. 

The essence of the political may be recognized most 
quickly by the presence of a corporate organization, 
a “body politic’, examples of which in the medical 
domain would be the American Medical Association, 
the pre-1920 Lemba or Kimpasi ceremonial healing 


societies of Lower Zaire, or the current Church of 


Jesus Christ on Earth by the Prophet Simon Kim- 
bangu (EJCSK). All such corporate groups share 
common characteristics of (1) being presumptively 
perpetual aggregates with (2) unique identities; having 
(3) determinate social boundaries and memberships; 
(4) possessing the autonomy, organization and 
agreed-upon procedures to regulate their exclusive 
collective affairs [22]. In other words, they take a 
given social structure around specific (e.g. medical) 
affairs and indicate their political “clout” through 
leadership roles, delegated authority, administrative 
bureaucracies or other chains-of-command, and the 
existence of a constitution, origin myth, or body of 
scientific lore. 

Lacking this power and authority is the corporate 
category, which like the corporate group also has pre- 
sumptive perpetuity, determinate boundaries, identity 
and membership, but unlike it usually exists only 
around a single function or criterion [22]. The ban- 
ganga in Kongo society became such a corporate 
category following the imposition of colonial rule 
over Kongo chiefs and the rise of the prophets. Else- 
where weak and disorganized castes, dispossessed 
racial-social groups and lower classes have been cor- 
porate categories. 

Perhaps the most important type of structural 
change in a medical system—as any social system—is 
its transformation from corporate category to corpor- 
ate group, or vice versa. In this way one could explain 
the relative posture of the sectors in Lower Zaire’s 
pluralistic medical system—the art of the nganga, kin- 
ship therapy, Western medicine and the cult groups 
or those in the United States— cosmopolitan medi- 
cine of the AMA, psychiatry, chiropractic, faith-heal- 
ing, Navajo singers, Mexican-American curanderos, 
and drugstore remedies. 

Growing incorporation within a sector of the medi- 
cal system always rests on authority received from 
the surrounding society. Differing from power—the 
ability to take effective action, coerce or manipulate 
authority represents consensual power, the ability to 
obtain representative coordination. Max Weber spoke 
of authority as arising from a number of types of 
legitimacy bestowed by the society at large, including: 
(1) ability to obtain or incur popular support or 


enthusiasm; (2) ability to develop a charter, lore. or 
in this case scientific theory; and (3) the ability to 
organize corporate affairs and exact internal stan- 
dards, either of a rational or ethical nature. A corpor- 
ate activity must have at least some of these sources 
of public legitimacy before it can become a corporate 
group. 

The first of these types of legitimacy, popular 
demand or support, must be broadly understood if 
it is to be of help in analyzing medical systems com- 
paratively. Max Weber associated this with “affectual 
attitudes” which legitimize “the validity of what is 
newly revealed or a model to imitate,... resting on 
devotion to the... heroism or exemplary character of 
an individual person, and of the normative patterns 
or order revealed or ordained by him” [31]. Weber 
also called this “charismatic authority”. It seems to 
define what goes on when North Americans bring 
every conceivable ache, pain, or problem to their 
physician, or when they emulate with admiration 
views and actions of a TV personality like Marcus 
Welby, M.D. Or when BaKongo walk miles to vener- 
ate a prophet reputed to raise the dead and heal the 
sick, or found a church around the memory of a 
deceased prophet. This type of legitimacy also extends 
to public reaction through buying of pharmaceuticals 
and cure-alls advertised by the symbolic manipulation 
of mass media campaigns, or in Central Africa, 
leaders of new purificatory cults. Charismatic author- 


ity, vested in figures, symbols, words and actions by 


a public, may quickly become a corporate category 
of believers, buyers, followers, or clients, and in due 
course emerge as a corporate group as it organizes, 
commands a wider attention, and gains political 
leverage and resources in a public arena 

A second type of legitimacy a corporate activity 
may acquire is its ability to develop and maintain 
a coherent body of beliefs—which give it internal 
meaning—and practices, and to perpetuate 
through training. Medical practitioners may, in this 
sense, develop a canon of official research or clinical 
an Or- 


these 


methods, texts, therapeutic secrets or rites—1.e. 
thodox lore. One is impressed in reading the chapters 
of Asian Medical Systems [32] by the frequency with 
which a medical system is given coherence through 
the dissemination of a single volume on anatomy 
e.g.. German medicine in Japan—or the world view 
of illness causation and appropriate treatment techni- 
ques—e.g. the [ Ching in Chinese medicine. Social 
theorists have sometimes spoken of “traditional legiti- 
macy”. It seems more appropriate in the study of 
medical systems to speak of the codification of a tra- 
dition as crucial threshold to corporate organization. 
When this happens by the production of a text, body 
of lore or practice, then priests emerge to protect and 
interpret the tradition; legal codes and ethical norms 
are promulgated to regulate its practice. As Weber 
put it: “Traditional grounds [of legitimate authority ] 
rest on an established belief in the sanctity of imme- 
morial traditions and legitimacy of the status of those 
exercising authority under them” [31, p. 328]. 

In the modern West, traditional legitimacy is bes- 
towed upon a body of lore or practice by the granting 
of funds for “scientific research”, emanating either 
from the academic establishment with the blessing of 
the scientists and professionals, or from governmental 
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agencies. For example, in Zaire’s Cultural Authenti- 
city movement to Africanize public symbols and to 
regulate their control through party and govern- 
mental hierarchies, a project was devised within the 
National Research Office to study traditional healing 
extensively over a five-year period. Funds came in 
part from another government. In the United States, 
research preceded the federal government’s consider- 
ation to appropriate its funds for chiropractic treat- 
ment. Although the academic scientists rejected chiro- 
practic’s claims on the basis of their research, the 
research alone, plus the legitimacy of popular support 
shown by lobbyists in Washington speaking for 
several chiropractic groups, persuaded Congress to 
recognize chiropractic as a type of care deserving of 
Medicare insurance funds [33]. 

A third type of legitimacy a corporate activity may 
receive is its legality: internally, in the way it is 
approved by its own scholars, priests, and prophets; 
externally, in the way governmental laws are promul- 
gated in its regard. Weber called this “rational—legal 
authority” whose characteristic signs were the appear- 
ance of bureaucratic coordination from an adminis- 
trative hierarchy, rigid guidelines for the exercise of 
activities, and the quasi-inclusion of such a corporate 
group within another’s domain. In this sense, a 
government is a corporate group harboring all other 
organizations it sanctions. The history of Kongo pro- 
phets in Zaire is instructive in illustrating this type 
of legitimacy. 

After thirty years of illegality and fragmentation as 
a derided category of “Kimbanguists”, defenders and 
spokesman were successful in voicing their aspirations 
for legitimacy before such international bodies as the 
United Nations. When the Belgian colonial govern- 
ment granted Kimbanguists their legal right to meet 
in 1958, organizational hierarchies quickly emerged, 
vying for legitimate existence on grounds such as 
favor with the prophet Kimbangu’s sons, having been 
an apostle, adhering to the true rites and teachings, 
and so on. The dominant EJCSK became the most 
successful group to survive later bureaucratic consoli- 
dation, by internally organizing a tight hierarchy 
around the prophet’s sons, and a variety of social- 
service programs, and externally conducting a strong 
publicity campaign leading to its acceptance in the 
World Council of Churches. Other groups which 
placed more emphasis on internal legitimacy, to the 
extent of rejecting governmental sanction, found 
themselves having become de jure illegal, as had been 
their lot prior to 1958. Their justification of their 
choice of options was that prophetic legitimacy can- 
not be regulated by bureaucratic law. 

The more recent emergence of banganga organiza- 
tions in Zaire follows this scheme. A disorganized 
category of practitioners and charlatans during the 
colonial and early independent period, they witnessed 
growing governmental legitimacy to organize, create 
internal standards, and regulate their members. 
Whether the various types of individualistic nganga 
practitioners will be able to consolidate into a 
national union remains to be seen; at last word there 
were a dozen or so fledgling groups discussing issues 
of licensing, codification, and resource use, with the 
encouragement of the Traditional Medicine Depart- 
ment of the National Ministry of Health. 


The rubric of rational—legal authority includes the 
area some social theorists have called “professionali- 
zation” [32, 34,35]. Frequently such theorists have 
handled only the internal legitimacy a corporate 
group bestows on its members through codes, 
licenses, and idealized scientific or ethical standards, 
ignoring the incorporative and engulfing legal “legiti- 
macy” of government. Of course there are many vari- 
ations in the relationship of profession to government 
or other umbrella legitimating agency. In the histori- 
cal setting of stateless societies, healing or ceremonial 
orders can themselves assume the administrative func- 
tion of government, regulating not only therapy, but 
also trade and justice as side-lines. This is how Afri- 
can traditional cults like Lemba may be understood. 
In the modern era of territorially-defined nation- 
states, it is the other way around; government sanc- 
tions the licensing, coding, training, and incorpor- 
ation of medical groups, thus steering the professiona- 
lization process carefully. The relationship of Chinese 
“Kanpo” medicine to Dutch “Ranpoigako” medicine 
in Japan is illustrative of this process. 

After European (Dutch) medicine’s introduction to 
Japan during the isolationist Tokugawa period, it 
gained the gradual recognition and support of the 
government, although Chinese Kanpo medicine con- 
tinued to be the dominant form of theory and prac- 
tice. During the Meiji restoration of the 1860s, a full 
licensing system was initiated for Ranpo medicine 
with governmental support. Thereafter Kanpo practi- 
tioners were required to first receive Ranpo medical 
education and licensing before they could practice 
their own art. In effect, a triple corporate process had 
occurred: government legitimated Ranpo, which legi- 
timated Kanpo. As a consequence of this loss legiti- 
macy by Chinese Kanpo medicine, its practitioners 
dwindled to a very few by the end of the last century, 
although it was not ruled illegal as such. Only with 
the rise of modern Japanese and Asian nationalism, 
thus renewed political and governmental support, has 
it experienced a resurgence to the point that it is 
again a credible object of research and practice. 

To summarize this section thus far, the interplay 
of a medical system’s popular demand, its identifica- 
tion with a charismatic leader, founder, figure-head 
or symbol, its formulation of a distinct believed-in 
body of lore and practice, its internal organisation 
of its affairs, and its sanctioning by another corporate 
body, will indicate the extent to which it is merely 
a loose category of disconnected actions and indivi- 
duals, or an incorporated group with its own internal 
organization, the ability to regulate its affairs, and 
to command deference from other corporate groups. 

Two terminal situations may result in the process 
of relative incorporation among groups—applied to 
medical groups here. In the one situation, a medical 
system may emerge as a distinct social entity with 
clear boundaries and constitutions—e.g. the American 
Medical Association and all it supports; the College 
of General Practitioners, etc. In the other, it will dis- 
integrate and lose its distinctive boundaries and inter- 
nal cohesion—e.g. Zaire’s banganga of the 1950s, 
Chinese Kanpo medicine of 1900, U.S. midwives of 
the 1950s. Medical pluralism, typical of most national 
societies of the world, is usually characterized by the 
differential incorporation of several types of roles, 
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practices, and ideologies. Mutual relations between 
such groups or categories may be hierarchic and 
asymmetrical, as is the case with AMA cosmopolitan 
medicine and chiropractic in the U.S.A., or with 
Ranpo and Kanpo medicine in Japan; alternatively, 
relations may be symmetrical, as is the case in Zaire 
today with purification cults and the nganga’s art, or 
theoretically the case with Cosmopolitan medicine 
and Chinese medicine in the Republic of China. 


CONCLUSION 


Many recent anthropological studies have defined 
the medical system as an array of variables such as: 
the culturally particular understanding of affliction 
with specific labels; specific techniques and materia 
medica for healing; and the generalized course of ill- 
ness and disease episodes over time. These bio- 
physiological factors perceived and organized through 
a cultural map, it is generally stated, receive social 
ordering through the institutionalized roles and status 
of healers, their normative relations to the afflicted, 
and the context of diagnosis and decision in seeking 
the combination of treatments for the alleviation of 
the crisis. Such micro-analysis of the medical system 
is well and good, but due to the field anthropologist’s 
usually localized perspective in social scale and his- 
torical time, the subject of structural change in the 
medical system has rarely been addressed. This is un- 
fortunate, because the world over is experiencing ris- 
ing popular medical expectations, a proliferation of 
medical modes, in the face of increasingly scarce 
resources, a situation in which more thorough under- 
standing of structural change is needed. Such under- 
standing in comparative theoretical perspective is 
granted to the study of medical systems by adding 
to the list of variables included in a medical system 
the political exercise of corporate authority and 
power. Not only is corporate structure a factor in 
the allocation of resources for the medical system, 
it is present in the very definition of priorities in 
society’s response to nutritional, climatic, disease, 
and demographic crises or challenges. Too much so- 
called medical anthropology has had its nose in the 
ground believing it can make universally valid genera- 
lizations from small-scale community studies or care- 
ful one-dimensional disease analysis. No anthropo- 
logical generalization is worth more than its under- 
standing of political process. 
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DISCUSSION ON JOHN JANZEN’S PAPER 


Reporter: ALAN HARWOOD 


Department of Anthropology, University of Massachusetts. Boston, MA 02125 


Three major concerns dominated the discussion 
following Dr. Janzen’s paper. The first two may be 
categorized under the rubrics “general theory” and 
“middle-range theory’, as Dr. Kleinman referred to 
them at one point. The third concern, one that was 
raised periodically during the conference, is the pur- 
pose for constructing comparative models of medical 
systems. In the following remarks I shall review the 
major points made in the discussion under these three 
headings and finally provide suggestions, based on my 
reactions to the session I am reporting, for more fruit- 


ful conference discussions 


GENERAL THEORY 


At one point in the morning’s discussion Dr 
Loudon remarked that social anthropologists study 
“what people take for granted”, their “mental equip- 
ment”, and, taking a theme from Dr. Zimmerman’s 
paper, “the texts spinning around inside”. Much of the 
discussion at the session reported here (and indeed at 
the conference as a whole) appeared to this observer to 
be precisely a recital of the texts spinning around in- 
side the conference participants’ nervous systems. The 
texts, expounded in greater or lesser detail, were the 
theoretical frameworks (paradigms, if you will) that 
various conference participants use in their work 
Perhaps the most explicit and forceful exposition ofa 
paradigm heard at the conference was Dr. Loudon’s 
explication, at the session reported here, of “main- 
stream British social anthropology”, which, he main- 
tained, is a framework entirely suited in theory and 
method to the study of “treatment systems” at, in the 
terms of Janzen’s paper, both the micro- and macro- 
levels. The theory of social anthropology, as presented 
by Loudon, focuses analysis at the micro-level on the 
symbolic structures which underlie what actually 
happens when people are thinking and interacting —or, 
in more formal terms. “the cultural aspects of relations 
between persons (1.e. individuals fulfilling social roles)”. 
And the method (which Loudon sees as analogous to 
the “clinical method” in medicine) entails the close 
observation of individual cases interpreted in relation 
to the symbols utilized by actors in the social system. 
At the macro-level, the theoretical framework of social 
anthropology permits examination of how changes in 
one institution, which Loudon conceptionalized in 
terms of “increased or decreased choices open to in- 
dividuals”, produce changes in other aspects of the 
social system. Citing the theoretical formulations of 
Nadel [1], Firth [2], and Barth [3], he attributed the 
ultimate source of the alternative choices available with- 
in a social system to the kinds of demographic and 
ecological shifts that Professor McNeal had discussed 
earlier in his conference paper. Dr. Loudon concluded 


his remarks by showing how this theoretical and 
methodological framework had enabled him to tackle 
a variety of research problems in the medical domain 
during his career as a social anthropologist. 

Loudon’s exposition sparked a number of comments, 
mainly from conferees who had been trained in the 
tradition of social anthropology either in Britain or at 
the University of Chicago. Returning the discussion to 
one of the central concerns of the meeting, Franken- 
berg cogently observed that Loudon had presented 
only one facet of social anthropology and had neglec- 
ted the other major aspect, comparison, concerning 
which the tradition had been rather less successful 

In a plea for clarification from her fellow con- 
ferees as to how they construed certain fundamental 
terms in the title of the conference, Dr. Mackenzie 
pursued the theme of comparison by asking what units 
of analysis might most profitably be used in compar- 
ing medical systems. Citing the history of kinship 
studies in social anthropology, where virtually each 
ethnography kinship type, 
Mackenzie questioned whether comparison should 
therapy 
managing groups, or on something else. She suggested 
that perhaps the kind of analyzed by Dr 
Zimmerman in his “what 
people tell [us] that they think” —would be preferable 
as a basis for comparison 

Dr. Mackenzie’s question seems to me to implicate 
two fundamental and by 
cerning comparison in social anthropology. The first 
comparison should be 
interact “on the 


ground” with reference to some particular purpose or 


had produced a new 


AC . ‘rete + ] > t 
focus on concrete units, like hospitals Or 
texts 


paper—transcriptions ol 


now perennial issues con- 


f 


issue 1s whether the units of 


social (i.e. clusters of people who 
set of purposes) or cultural (i.e. the metaphysical and 
behavioral standards which actors must know in order 
to meet the expectations of others). The second issue 
which Dr. Mackenzie’s question suggests (particularly 
by her reference to Zimmerman’s paper) is whether 
cultural comparisons should focus on_ particular 
principles or standards for behavior and thus depend 
on discrete variables and typologies, or whether they 
should focus instead on structural relationships among 
such principles (as exemplified by Zimmerman’s exposi- 
tion of the relationship in Indian medicine between 
Operative and expectant procedures) and thus on 
topological sets. 

The second set of terms from the title of the 
conference that Dr. Mackenzie sought to clarify was 
“theoretical foundations”. What kind of theories, she 
asked, were we seeking, inductive or deductive? In 
commenting on this question, Frankenberg noted the 
important difference between models or theories with 
which a researcher approaches a particular situation 
or society for analysis and models or theories which 
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can be used for comparative purposes. The former 
models, he contended, may be informed by empirical 
observations made in other situations or societies. 
Thus, a researcher would do well to look for 
phenomena, like therapy managing groups, which 
others have observed and found useful in understand- 
ing behavior elsewhere. Frankenberg warned, however, 
that the post hoc use of such concepts, after the re- 
searcher has left the field, was likely to result in a 
“worse” analysis than one that was done in its own 
terms. In contrast to these inductive models, compara- 
tive study (Frankenberg, Loudon and others agreed) 
requires theory which is elaborated outside any particu- 
lar set of data. 

Dr. Elling raised another general theoretical issue 
in response to Dr. Janzen’s paper. Elling expressed 
approval of Janzen’s focus on political relations as 
prime movers of change in the medical system. He 
cautioned, however, that the unit of analysis for under- 
standing such changes had to be more encompassing 
than the interface between users and providers. He re- 
iterated the emphasis, contained in his own paper, on 
the geographical area or region as the unit of analysis. 
He believes that this broader focus is necessary in 
order to apprehend the multiple sources of power that 
impinge on a medical system. Elling also cited the work 
of Norton Long, whose concept of the “power budget”, 
he suggested, supplements Janzen’s discussion of the 
various bases of power that groups may use to en- 
hance their political positions. In the ensuing dis- 
cussion, Dr. Janzen spoke about healing itself as an 
important source of charismatic authority and popular 


support in transforming corporate categories into 
corporate groups. 


MIDDLE-RANGE THEORY 


In his oral presentation Dr. Janzen abstracted five 
elements which he found common to the four micro- 
analyses of medical systems reviewed in his paper. 
He suggested, furthermore, that these five elements 
may provide a basis for conceptualizing generic pro- 
perties of all medical systems. The elements are: 


1. the “diachronic”, “episodic”, “unfolding” nature 
of illness and treatment ; 

. the social embeddedness of the meaning of in- 
stances of disease and illness in a_ therapy 
managing group (in this regard Janzen claimed 
that there must be some degree of consensus 
among the various parties involved in an illness 
episode for effective action to occur); 

. the structural relations among the various people 
involved in the therapeutic process ; 

. “the problem”, disease, or illness as seen from 
both the actors’ and observer’s points of view; 

5. treatment techniques. 


In the subsequent discussion Dr. Kleinman high- 
lighted what he considered to be a major contribution 
of Dr. Janzen’s work: the concept of the therapy 
managing group. He viewed this concept as an im- 
provement over the notion of the lay referral system, 
since the network of people surrounding an ailing 
individual begin exerting an influence on the situation 
before lay referrals are ever sought. He also suggested 
that the structure of therapy managing groups would be 


a fruitful point for comparing medical systems across 
societies or cultures. 

Dr. Kleinman differed with Janzen, however, con- 
cerning the necessity for a consensus to exist among 
members of a therapy managing group before treat- 
ment might be effective. He cited his own data from 
Taiwan, which reveal that the healer, patient, and the 
patient’s kin typically hold quite different and am- 
biguous interpretations of the problem. Indeed Klein- 
man’s own model of therapeutic situations, as pre- 
sented in his conference paper and elsewhere [4], 
assumes a multiplicity of definitions of the situation, 
without any requirement that the participants reach 
consensus. Kleinman suggested that the possible reason 
for the difference between his Taiwanese and Janzen’s 
Kongo data on this point lies in the different degrees of 
pluralism in the two societies. 

Dr. Kunitz commented that the discussion -of 
“models” or “generic properties” of medical systems 
seemed premature to him and advocated further study 
of medical systems with a focus on process. By this 
he meant how people proceed through an illness 
episode: how they decide they are ill, who they talk 
to about it, and when and how it is decided that they are 
better. He emphasized that this process must always be 
set within the context of the morbidity and mortality 
patterns of the group under study. 


THE PURPOSE OF COMPARATIVE 
MODELS OF MEDICAL SYSTEMS 


A query which recurred during the conference 
(usually posed, significantly I think, by participants 
with medical training) was the purpose for constructing 
comparative models. What, as Dr. Fabrega repeatedly 
asked, did we want to explain? 

In answer to his own concern about this issue, Dr. 
Kunitz argued for a practical purpose behind the 
models we construct for comparing medical systems. 
He proposed a model that would focus on regulari- 
ties among medical systems in societies of different 
types (e.g. colonial, modernizing) with an aim toward 
predicting how each societal type would alter its way of 
dealing with disease problems as a result of changes 
introduced from outside. 

In response to Dr. Kunitz, Dr. Leslie expanded on the 
notion of purpose and outlined two kinds of reasons 
for developing theoretical models of medical systems, 
the “pure science” and the “applied”. The pure- 
science goal behind models of medical systems is, in his 
view, to improve the quality of data collection by mak- 
ing researchers aware both of phenomena that their 
fellow researchers have observed in.other contexts and 
of concepts they have found useful in analyzing their 
data. He agreed with Dr. Kunitz and other conferees 
that such concepts could “congeal” research by closing 
the minds of investigators to the particularities of the 
situations they were studying, but he also noted the 
power of these models to open up investigators’ minds 
and studies to new possibilities. 

Dr. Leslie then explicated two applied purposes for 
models of medical systems. The first is to train better 
doctors or otherwise improve the quality of medical 
care in order ultimately to decrease mortality and 
morbidity in human populations—in short, to con- 
struct models in order to “affect the biological con- 
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dition” of populations. He claimed that the kind of 
models discussed at this conference could have no 
direct impact in this regard, although they might have 
important indirect effects. For example, some of the 
research reported at the conference on what and how 
people think about medical or health problems might 
indirectly affect mortality and morbidity by suggesting 
ways in which different medical traditions might best 
be integrated to improve the quality of patient care. 

The second applied purpose which Dr. Leslie dis- 
cussed arises out of an ethical position that the reg- 
nant medical system, national and international, needs 
to be changed. For this purpose models must be 
developed, Leslie believes, completely outside the bio- 
medical perspective in order to provide an entirely 
different view of the medical system. So long, he claims, 
as social scientists seek change from within the medical 
institution and through the biomedical perspective, 
their efforts will fail. Social scientists must instead 
study the international health profession itself—e.g. 
how careers are made in it or how a particular national 
system of medical care gains precedence and comes to 
serve as an international standard for the organization 
of care. In short, model builders interested in effecting 
change in the prevailing health care system must aban- 
don a focus on the patient and “study up” with a focus 
on international health and medical institutions. 

Dr. Leslie concluded his remarks by discussing one 
further purpose of models that seems fundamental to 
both pure-science and applied interests: namely, to 
create models in order to permit discussion and analysis 
ofthe assumptions that underlie our work. Only by pos- 


ing explicit models, he argued, can we understand 
the variety of philosophical, social, and_ political 
positions that are taken in our joint investigation of 
health and medical systems. It is this conscious aware- 
ness of our working assumptions that constitutes, in 
Leslie’s view, the theoretical foundations for the study 
of medical systems. 


A PERSONAL OBSERVATION ON THE 
FORMAT OF CONFERENCES 


Having recapitulated what I see to be the basic 
themes aired in the discussion of Dr. Janzen’s paper, 
I would like, at the risk of sounding irascible and pre- 


scriptive, to submit my view concerning the place of 


general theory at conferences. 

First, an observation: all the general theories that 
were overtly presented or alluded to during this con- 
ference session have long and respectable histories in 


anthropology (and, it seems to me, in all the social 
sciences). They are therefore positions with which the 
participants, as professionals, might be expected to be 
familiar. Of course any single scholar probably uses 
only one or two general theoretical frameworks in his or 
her own work, but the fundamental frameworks are, 
after all, part of our shared scholarly (scholastic?) 
heritage. In addition, the last word has yet to be said 
on any of the general theoretical issues raised at the 
session. As a result, it seems to me, none of the more 
general issues (e.g. Dr. Loudon’s claim that the social 
anthropological paradigm is suited to the study of 
medical systems or Dr. Mackenzie’s important question 
concerning units of comparison) was ever really 
debated. 

To me these two observations, the public character 
of the general theories or issues discussed as well as 
their unsettled status, carry two implications for oper- 
ating procedures at conferences. First, early in con- 
ferences the participants should be given an 
opportunity to reveal the general theoretical positions 
with which they identify (if indeed these are not already 
clear to other conferees through published work or 
autobiographical data). This procedure would publicly 
establish the identities and alliances of participants and 
relieve conferees of the burden of speaking ex cathedra 
for their positions. Second, general theory might then 
be discussed fruitfully in two possible contexts: (1) in 
relation to data which constitute a crucial test or ex- 
pansion of a particular theory, or (2) in a comparative 
framework which utilizes a set of data specifically to 
evaluate not only the assumptions of several different 
theories, as Dr. Leslie suggested in his remarks, but 
also their relative capability of comprehending the 
data. Unless the discussion of general theory is struc- 
tured in this or some similar fashion, I, for one, find 
that discussion rarely moves beyond what is already in 
print. 
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1. COMMENTS 
(F. L. DUNN) 


My assignment Is, first, to summarize or rather to take 
note of some developments that most seem to agree 
would be desirable in laying down the theoretical 
foundations of our subject. Second, I have been asked 
to point out those areas of special priority for re- 
search that I see as having emerged during the con- 
ference. I shall not dwell on specific topics in research 
We could easily prepare long lists of research topics 
e.g. illness careers, therapeutic decision making, 
medical revivalism, pharmaceutical medicine and so 
forth—but I do not see this as being very useful at this 
stage. Instead I shall discuss 12 developments and 
areas of research that have emerged as the conference 
has proceeded. I do expect to be reminded of priorities 
and problems raised in earlier sessions that | may have 
overlooked and I suspect that new areas of research 
may be added to this list in the course of the discussion 

1. Clearly we need to stabilize the definitions of many 
terms, i.e. to expand our shared understanding of the 
meanings of terms. This is not to say that common use 
of these terms is necessary, even desirable, or likely to 
occur. It would be an achievement if those working in 
comparative medical systems could at least agree on 
definitions of such basic terms as, for example, sick- 
ness, illness and disease. Some of us differentiate be- 
tween sickness and illness; others do not. Confusion 
persists about the distinction between disease and 
illness (or sickness). During the conference differences 
in understanding of many other terms have helped to 
cloud the discussion. A few terms that I have noted as 
causes of special difficulty include: system (and struct- 
ure), efficacy, conflict (and disagreement), professional- 
ization, science (and empiricism). 

2. As Charles Leslie has pointed out, we need to de- 


velop a common vocabulary of concepts (many of 


which, as he said, are likely to be polytypic—or 
polymorphic). It would be splendid if there were not 
only common understanding of concepts but also 
common usage. Since this is unlikely to occur beyond a 
certain point we should at least heed the advice of the 
philosopher Will Jones[1] that we do not have to 
agree on most theoretical issues so long as we under- 
stand how we differ. This message has surfaced at 
several points but in my opinion it needs to be rein- 
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forced. To illustrate the problem let me refer you to 
Peter Kunstadter’s discussion of medical systems in the 
volume Medicine in Chinese Cultures [2]. Kunstadter 
identifies no fewer than nine categories of adjectives 
that have been applied as modifiers of the term 
“medical system”. His categories are: ethnic, religious, 
historical, methodological, geographical, national, 
social segmental, social approbational and 
organizational. All (or most) of the three dozen or so 
labels that he lists are appropriate, given particular 
conditions and classificatory needs, but equally in- 
appropriate in other Each set of 


adjectives represents at least one set of concepts. Con- 


social 


circumstances 


ceptual confusion underlies the terminological con- 
fusion and all of will until someone, 
following Kunstadter’s lead, analyzes the underlying 


this persist 
concepts, disentangles them and provides us with a sort 
of conceptual roadmap for the labelling of medical 
systems 


3. To Leslie’s common vocabulary of concepts | 


must add a common vocabulary (or, better, under- 


standing) of models. There is little chance that most 
models will be widely shared because they are created 
for so many different and specific research purposes 
However, it behooves us to examine and understand 
each other’s models because so much of what we say is 
expressive ofthem Models reflect ourselves, our vocabu- 
laries, our concepts and our approaches to research 

4. There will be a continuing need for review and 
synthesis ; for inventories of findings, review papers and 
surveys of theoretical developments. (Horacio Fabrega 
has also suggested that it would be useful to non- 
historians to have a codification or guide to standard 
sources, especially of raw data, in the history of medi- 
cine. Perhaps, if this idea were followed up, it might 
lead to the preparation of similar guides to basic sources 
in other disciplines with interests in our subject.) There 
will surely be a need too for future conferences—for 
review conferences focused on specific complexes of 
medical systems (such as the Chinese medicine con- 
ference in Seattle in 1974) and for meetings such as this 
one which provide opportunities to catch up, to re- 
examine the theoretical development of the field, and 
to renew or establish personal contact with other 
investigators. 

5. There is need to generate specific hypotheses for 
testing, either in field work or in the library, and to 
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test many hypotheses that we already have before us. 
Arthur Kleinman has stressed this in his paper for the 
conference and in his comments. Certainly many of the 
hypotheses listed at the end of his paper need to be ex- 
amined in future anthropological field work. Some of 
his hypotheses can also be examined through ethno- 
logical comparison, through searches in the Human 
Relations Area Files, or by study of the historio- 
graphic or as yet unwritten historical record. On the 
other hand, when the field method is anthropological 
we must allow too for Alan Harwood’s “phenomenal- 
istic” approach, 1.e. for the stumbling upon facts that 
lead eventually into new theory, a strong suit in field 
anthropology because the investigator is (usually) 
trained to anticipate that serendipity will strike. Let me 
add here that I do not agree with those who suggest 
that we are already saturated with empirical data and 
that, in effect, we should turn away from descriptive 
studies to devote ourselves exclusively or primarily to 
hypothesis testing. 

6. While touching on field work I should like to re- 
inforce Arthur Kleinman’s suggestion that cross- 
cultural comparative research also be taken down to 
the local level, something scarcely attempted to date in 
medical systems research. 

7. Additionally, in field work, more attention clearly 
must be given to popular medicine—not, of course, in 
isolation but in its interactions with other medical 
systems as they may occur. Arthur Kleinman suggests 
that 70-90% of sickness is managed in what he calls 
the popular arena or sector. In his paper too Byron 
Good stresses the need for much more work in this 
sector. Even in North America popular medicine re- 
mains largely unexplored and now we are confronted 
by the rapidly expanding promotive health movement 
in addition to many long standing popular traditions. 
No one is able to offer more than journalistic accounts 


and impressions at this stage about the scope and sig- 
nificance of the tremendous changes 1n personal health 


behavior that are proceeding all around us in the 
United States and Canada. 

8. As an addendum to what I have just said about 
popular medicine (and promotive health) let me add to 
our list of research priorities studies of prevention, 
health education, health maintenance and those other 
facets of virtually all medical systems that have been 
traditionally neglected in anthropology and sociology 
(less so, I think, in the history of medicine)— neglected 
perhaps because curative medicine and _patient- 
practitioner relationships are often so much more con- 
spicuous, dramatic and inherently interesting than 
other health-related activities and concepts. 

9. The interdisciplinary approach to our subject has 
so far been employed almost only in settings such as this 
one, that is, in circumstances which bring us together 
sufficiently long to allow for some interdisciplinary 
or perhaps I should say intercultural—communica- 
tion and sparring about research goals (implementation 
of medical care; discipline building; theory building, 
new synthesis and so forth) but not long enough really 
to test our ability to adapt to extinction. An im- 
portant question for future research is the extent to 
which interdisciplinary collaboration is feasible and 
desirable in field projects (and in saying this I do not 
mean that all the work must necessarily be conducted 
in the field). This collaboration might be accomplished 


through closely integrated team work or through 
loosely associated but parallel studies undertaken by 
persons in several different disciplines. We have not had 
much to say about this as yet and I think a little time 
might be given to this topic in the discussion. 

10. Some words now about context, the term that 
Iago Galdston used repeatedly while he was with us to 
convey his sense of the need for a biocultural or human 
ecological perspective in all our work and for research 
to define the setting of any medical system. William 
McNeill’s paper and the discussion on Sunday evening 
took us into this area. Again yesterday afternoon, in 
what we might call the Sri Lanka phase of the dis- 
cussion of Ray Elling’s paper, we struggled a bit with 
this domain. But still we have barely begun to consider, 
as research priorities, the need for work in demography, 
epidemiology, geography and the basic biomedical 
sciences in relation to contemporary medical systems. 
Beyond this, in talking of context, Galdston stressed 
technological change. Others, especially Elling and 
John Janzen, have singled out political systems and 
structures, power and ideologies. We have had no advo- 
cate from economics or from education but these and 
other sectors too will have to be drawn in in some 
research circumstances. Insofar as activities in these 
sectors —economic, political, educational and so on 
are not seen as health-related by the people concerned 
they can be examined as part of the context of medical 
systems. However, those aspects of these sectors 
behavioral or cognitive—which are seen as related to 
health by the people themselves are then, by my defini- 
tion at least, part of the complex of medical systems 
itself. 

11. One of the interfaces between medical systems 
and context as just discussed 1s efficacy. Some one 
noted yesterday that this subject has scarcely been ex- 
plored to date. Allan Young’s work is one of the few 
exceptions and his paper for this meeting gives us a 
framework (including a basic classification of the mean- 
ings of efficacy) for future studies in this important area. 

12. Finally, I know that I have given short change to 
our historians in this brief survey of research possi- 
bilities and priorities. Perhaps the discussion will distill 
out additional specific research objectives and needs in 
the study of history and the historiographic record be- 
yond those briefly alluded to earlier. In this connection 
I do want to note Byron Good’s suggestion that 
historians should be able to help us to locate sources 
of bias (ours and others) as we work on contemporary 
problems in the comparative study of medical systems. 


Il. SUMMARY OF DISCUSSION 
(B. J. Goop) 


The discussion that followed Dunn’s remarks had 
two primary foci. First, there were a few specific re- 
actions to Dunn’s list and suggestions for additional 
research issues. Obeyesekere urged that we be less 
attached to models and fixed definitions. Offering a bit 
of “wisdom from the Buddha”, he suggested that ideas 
and knowledge are like a raft: they are useful in getting 
across the river, but they should be discarded when they 
have served their purpose lest they become a burden. 
Kunitz suggested that because psychosocial factors are 
of increasing importance in morbidity and mortality, 
traditional healers and healing forms are becoming in- 
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creasingly relevant and should be explored for answers 
to clinical problems. And Leslie suggested that we de- 
velop an inventory of characteristics true about medical 
systems in general ; he noted Kleinman’s example that 
all medical systems are iatrogenic, that they “create” the 
illnesses that they in turn treat and cure. 

The primary focus of the discussion, however, turned 
to the basic issue of the seminar : the theoretical founda- 
tions for the study of medical systems. In light of some 
of the sharp exchanges of the previous sessions, 
there was a kind of retrospective searching for the 
reasons for the disagreements and the basic points of 
contention. Young noted that in setting priorities for 
how to proceed, we need to recognize that while to some 
degree we “share common texts”, divisions among us 
result from substantial commitments invested in 
distinct theoretical traditions. The theoretical “texts” 
that divide us consist not only of the books we read 
but also of models that reticulate and reverberate 
deeply within us and of which each of us is only partly 
conscious. Leslie noted that while we may find agree- 
ment in low level theorizing, at higher levels of generali- 
zations and discussions of theory our very deep 
loyalties and attachments to theoretical “gurus” come 
to the fore. And Obeyesekere noted that with pro- 
ponents of structural-functionalism, Marxism, and 
psychoanalysis present, it should be no surprise that 
we find no easy agreement. 

In the face of distinct theoretical frameworks repre- 
sented in the group—historical, macrosociological, 
Marxist, Foucaultian, cultural or hermeneutical models 

discussion focused on how to use theory to proceed in 
doing comparative research. Mackenzie described her 
own research, providing an example for discussion of 
the theoretical problems encountered. Having studied 
obesity in American society, with the despair and sense 
of failure it brings to its sufferers and the extremely poor 
prognosis for its treatment, she set off to do a com- 
parative study of obesity in Samoa. To her surprise, 
she discovered that Samoans have “fatness but no 
obesity”. She used this example to suggest that diffi- 
culties arise in cross-cultural comparison of “concrete 
entities” (obesity, therapy management groups, etc.) 
because of the diversity of configurations of meaning 
in different cultures. Should we be undertaking com- 
parative studies of “processes” rather than of the 
structures themselves? Are the “processes of the pro- 
duction of social formations” or the processes of 
conflict the important units of analysis? Or is a 
hermeneutic approach, focusing on the ways people 
attach meaning to their categories and interpret their 
experiences, the most appropriate research model? And 
howcan these theoretical frameworks help us to develop 
better hypotheses to take to the field? Good noted 
briefly that “fright” in Iran and Mexico exemplifies the 
opposite face of the issue raised by obesity in the U.S. 
and Samoa: the meaning or logic appears similar, but 
the substance of the disease seems different, rather than 
vice versa. Leslie remarked on the similarity of 
Mackenzie’s comments to the American Anthropolo- 
gist article of some years ago entitled “Do we need 
more becoming language?”. 

Frankenberg responded to Mackenzie by distin- 
guishing between theories of “subject—object relations” 
(between the researcher and his data) and theories of 
“object—object relations” (between bodies of data pro- 
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duced). The former theories suggest how we should do 
our research and collect our data. The latter interpret 
our findings ; British anthropology has been extremely 
bad at such theorizing, he noted. At this latter level we 
need to see medical systems not merely as empirical 
units or medical institutions but in terms of the rela- 
tions of production in the economic and political 
system, that is as situated rather than unsituated data. 
Obeyesekere responded that the British tradition of 
transcending empirical data by examining co-variation 
in comparative data provides the social scientists their 
version of the experimental method of hypothesis- 
testing. Leslie noted that precisely such comparison of 
co-variation (between fatness and certain semantic and 
social variables) was interesting in Mackenzie’s ex- 
ample. She responded that this suggested research 
according to the British anthropologists’ “vacuum 
cleaner approach”, and that it begs the question of the 
comparability of concrete units across societies. 

Frankenberg noted in Mackenzie’s example that re- 
with a “puzzle”, which defines the 
problem to be researched. Kunitz described having 
begun his own research with a similar puzzle—why 
public health workers consider alcoholism to be the 
greatest health problem amongst the Navajo while the 
Navajo seldom consider it to be so important. This 
puzzle led him to develop and test several hypotheses. 

Janzen responded to the earlier characterization of 
the “therapy management group” as a “concrete en- 
tity” not comparable cross-culturally. He described 
how he had found many health problems to be treated 
in a broader social context than the practitioner 
patient transaction. While no native category cor- 
responds to such a group (or process), such a con- 
cept draws attention to aspects of treatment that can be 
studied cross-culturally. He argued for this form of mid- 
level theorizing rather than attempting too great 
abstraction 

Kleinman sounded most clearly the conclusion of 
the discussion. This conference, he said, provided an 


search begins 


important advance because it made explicit our basic 
models that are nearly always tacit in our writing. We 
have just started the enormous task of working out a 


common idiom by making explicit what we mean by 
basic terms such as illness and healing. It is important 
for this difficult process to go forward if we are to 
develop theoretical foundations for studying medical 
systems. Leslie turned this comment back on Dunn’s 
opening remarks. At the first level, he suggested, we 
need to make.the meaning of words precise by clearer 
writing. The development of a vocabulary of concepts 

system, structure, popular culture medicine, therapy 
management group—demand more than simple clarity. 
Concepts are polytypical and polymorphous. It is a mis- 
take to try to simply define them ; we must rather locate 
their meanings by pointing to empirical things that 
exemplify them, “this is what it means...”. At a third 
level, that of basic models, it is particularly crucial that 
we examine what is obscured by the light cast by the 
model. We are often so infatuated by the dazzling light 
of a model that we miss entirely what is obscured in 
its shadows. Conferences such as these are an impor- 
tant setting for sharing our understanding of the mean- 
ing of words and concepts and for exposing our more 
basic models to criticism, clarifying exactly which 
issues they enlighten and which they obscure. 


F. L. DUNN and B. J. Goop 
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SEX, CULTURE AND ILLNESS—AN OVERVIEW 


ETHEL ROSKIES 


University of Montreal, Department of Psychology, Montreal, Canada 


Abstract 


recently aroused little interest in the scientific community ; 


In spite of its importance and complexity, the problem of sex differences in illness has until 


moreover, even the few researchers who have 


sought to explore the issues have been hampered by the lack of communication between the biological and 


social, pure and applied sciences. In order to bring together reseat 


chers in diverse disciplines and allow them 


to exchange views on the topic, a symposium on “Sex, Culture and Illness” was convoked in Montreal, 
March 25-27, 1976. This meeting indicated some agreement concerning the type of data required and 
the desirability of a multi-disciplinary approach. It also revealed the difficulties of such an approach in that 
speakers from the various disciplines represented had not yet fully developed a common language in 
which to discuss differences in interpretation. Nevertheless, the symposium can be seen as a useful first step 


in stimulating dialogue between the “two cultures” on this issue 


Almost every epidemiological study of sickness fre- 
quency or survey of health includes the 
variable. Paradoxically, however, there have been until 
very recently almost no attempts to systematically 


care Sex 


account for the range of differences between the sexes 
in illness rates and use of health services. Both because 
of the nature of the problem and because of the 
disciplinary divisions within scientific research, the 
issue of sex differences in illness has been touched on by 
many researchers but intensively explored by very few 

The data available point to the complexity of the 
problem. A difference in the vulnerability of men and 
women occurs with almost every disease, but sex ratios 
for specific illnesses can and do vary from culture 
culture, or even at different moments within a given 
culture. For instance, coronary artery disease is a typi- 
cally male disease among whites in the United 
States [1], but the sex differential is much lower in other 
countries, or even among blacks within the United 
States [2]. Similarly, in the second half of the 19th 
century peptic ulcer was more widespread among 
women, but the trend reversed to the disadvantage of 
men in the 30 years that followed [3]. In sharp con- 
trast to this cultural variation is the consistency across 
many species of higher male mortality [4]. Consistent, 
too, wherever statistics are available is the finding of 
higher male mortality during the first year of life [5]. 
Thus the data can be used to support either a socio- 
cultural or a biological explanation for sex differences 
in illness, though neither explanation can account fot 
all the data satisfactorily. 

This ambiguity also characterizes the obvious con- 
tradiction between the comparative mortality and 
morbidity rates for men and women. Ever since the 
18th century women in the Western world have had a 
longer life expectancy than men, a difference pre- 
sumably explained by their constitutionally greater 
resistance to infectious and degenerative diseases. And 
yet, one of the most consistent observations in health 
survey research is that women report more symptoms 
of both physical and mental illness and utilize physician 
and hospital services at higher rates than men [6]. 
Thus women live longer than men presumably because 
they are healthier, while consistently reporting more 
illness and seeking more medical aid. Here, too, an 


t 
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adequate explanation would have to account for bio- 
logical and social determinants interacting in some 
unknown manner 

rhe scientific community to this 
mass of complex and contradictory data on sex differ- 


1¢€ 


response of tl 
ences in illness has been largely one of disinterest. These 
contradictions have existed for so long that they did 
not arouse comment, as in the case of a familiar person 
whose peculiarities become accepted as the norm. Even 
within their own disciplines, biologists and sociologists 
have formulated few explanatory hypotheses and tested 
Whatever limited interest did exist, more- 
icross disciplinary boundaries. 


lewer 
rarely extended 
instance, the rare psychologists or sociologists who 
igate the cultural factors linked to 
Sex in within were 
severely hampered by their ignorance of anthropo- 


invest 


attempted to 
differences illness our society 
logical data from other cultures 

stretched 
opting 


between the 
for bio- 


The major gulf, however, 
biological and social camps. Those 
logical explanations seemed unaware of how much of 
their data could equally plausibly be explained from a 
cultural perspective and a similar ignorance charac- 
and social scientists. The two 
were failing to communicate 


on this issue, but did not even apear to have 


terized the behavioural 
not only 
effectively 
taken cognizance of each other’s existence. 

\ similar gulf separated the pure and applied 
sciences. In contrast to illness research, recent work in 
neurology, endocrinology and psychology has added 
considerably to our understanding of sex differences. 
[he current research on sex differences in brain func- 
tioning [7], sex-linked hormonal regulation of non- 
endocrine systems [8], and social determinants of nor- 
mal behaviour and attitudes [9] are examples of this 
trend. These findings, however, have not usually been 
related to the problem of sex differences in illness 
because the researchers involved have usually lacked 
any comprehensive understanding of actual illness 
experience or sick role behaviour. And the research 
consumer prepared to perform this integration on his 
own would be obliged to follow closely fields as diverse 
as women’s studies, developmental neurology and 
endocrinology. A rather heavy investment of effort 


for a meagre yield. 
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It was this state of affairs that led to the convoking 
of a symposium on “Sex, Culture and Illness” in 
Montreal, March 25-27, 1976. Organized and spon- 
sored by GIRAME%*, this meeting was planned to 
bring together experts from such varied fields as 
anthropology, biology, medicine, psychology and soci- 
ology who would first synthesize those aspects of their 
own work bearing on sex differences in illness and 
then exchange views on this topic with workers from 
other disciplines. The goals of this encounter were 


twofold: firstly, to help participants become aware of 


relevant work in disciplines other than their own and 
secondly, to begin to delineate the basic issues and the 
degree of agreement and disagreement concerning 
them. The contents of this issue of Social Science and 
Medicine represent a cross-section of the papers pre- 
sented at the conference+ 

[The papers presented at the conference can be 
divided into five general categories. The first section 
would include those seeking to define the problem 
more clearly by descriptions of sex differences in illness 
in the contemporary scene (Constance Nathanson), 
of historical changes in such differences (H. B. M. 
Murphy), and of conceptual and methodological prob- 
lems involved in their study (David Mechanic). The 
second category would be made up of papers devoted 
to basic research bearing on the problem, such as the 
work on animals (Muriel Stern), on primates (I. 
Bernstein), and the human fetus (June Reinisch). The 
subsequent section would contain papers devoted to 


the complex problem of mediating variables. The 


papers included in this section reflect the diversity of 


the field, ranging as they do from the interior of the 
organism (P. Flor-Henry and Helen Lewis), to specific 
aspects of society (Normal Bell and Ingrid Waldron), 
to a consideration of society as a whole (J. Gomila) 
The last two sections would contain the papers on 
clinical issues. Some are devoted to an examination of 
specific illnesses, both somatic (C. O. Carter, Martin 
Hoffman and M. Pflanz) and psychiatric (J. Ananth and 
W. Gove), while others focus on the doctor-patient 
relationship as it is expressed in drug use (Ruth 
Cooperstock), folk-healing (M. Tousignant), gyne- 
cology (Lise Fortier) and psychoanalysis (E. D. 
Wittkower) 

Much more important than this formal classification, 
however, were the basic themes underlying the vari- 
ous papers. Four fundamental questions dominated 
these presentations. In some cases the debate was 
explicit and points of disagreement clearly delineated, 
in others the existence of an issue was inferred as 
much from what was not said as from what was. But 


* GIRAME (Groupe Inter-universitaire de Recherche en 
Anthropologie Médicale et Ethnopsychiatrie) was formally 
established in 1974 through an agreement between McGill 
University and the University of Montreal. It brings to- 
gether members from medicine and the behavioural sciences 
for the purpose of promoting research and training in the 
borderline between medical, social and behavioural sciences 
The organizers of the symposium acknowledge with 
gratitude, financial support received from Canada Council, 
Dept. of National Health and Welfare, Medical Research 
Council, as well as their respective universities. 

+ The paper by Mechanic [10] has previously been pub- 
lished elsewhere and is not reproduced here; the paper by 
Nathanson [11] appeared in an earlier issue. 


directly or indirectly all participants addressed them- 
selves to these issues. 

The first question concerned the definition of key 
concepts such as “sex” and “illness”. From the papers, 
it was obvious that the implicit definitions of sex 
ranged from genetic, hormonal, and morphological on 
the one hand [7, 12, 13], to social conceptions of gender 
identity and gender role [14-17]. No paper, however, 
dealt with these differences explicitly. In contrast, 
Mechanic [10] made a powerful argument for a more 
precise definition of illness, one that specified what is 
being reported (physical, psychological or behavioural 
symptoms), at what level of impairment (perception of 
symptoms, disability, loss of mobility), and by what 
means (subjective appraisal of patient, physician assess- 
ment, independent measure). 

The second question concerned the conceptualiza- 
tion of the problem itself; did a multi-disciplinary 
perspective provide a fruitful basis for seeking to 
understand sex differences in illness? Most papers, by 
not dealing specifically with the issue, appeared to be 
answering affirmatively, but there was one strong nega- 
tive voice. Taking a _ holistic view of culture, 
Gomila [18] argued that one could not validly study 
disease in a society without having a thorough under- 
standing of the society as a whole. Consequently, any 
attempt to increase our understanding of the social 
determinants of illness simply by collating illness data 
from a large number of cultures was, in Gomila’s view. 
artificial and invalid. The fruits of anthropology were 
not to be had simply for the picking. Like the ghost 
at the banquet, this refusal to join in made us un- 
comfortable, but it was a viewpoint that was not easily 
discounted. 

The third question concerned the adequacy, quanti- 
tative and qualitative, of the existing data on sex 
differences in illness. Here the debate was more open and 
general. At one end of the continuum was Gove [16] 
prepared to do battle for the validity of the existing 
data (at least those which supported his hypothesis), 
intermediate was Nathanson[11] who questioned 
the reliability of some of the data but was still pre- 
pared to use them as a basis for developing hypotheses, 
while closer still to the other end was Mechanic [10] 
who focused most of his paper on the conceptual and 
methodological deficiencies characterizing data in this 
area. Even the validity and generalizability of the data 
for a specific illness could be viewed very differently. 
Murphy [3] took for granted that the sex differences 
reported for peptic ulcer were real and focused his 
attention instead on plausible explanations, while for 
Pflanz [19], on the contrary, one had yet to estab- 
lish whether the data for the same illness were 
reliable enough to warrant explanation. Similarly, 
Flor-Henry [7], Gove [16], and Lewis [14] all assumed 
that excess female morbidity for psychiatric illness was 
the norm, while Ananth[17] reported divergent data 
from India showing, surprisingly, that women may 
actually manifest less depression, even in a traditional 
male-dominated society. Underlying the diversity, how- 
ever, there was a common thread; most participants 
seemed to agree that there was no dearth of quantity. 
The problem here was not to generate new findings 
indiscriminantly, but rather to refine the concepts and 
methods so as to permit us to handle the existing data 
with greater precision. 
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The central issue of the symposium, of course, was in 
the area of interpretation. Assuming that sex differ- 
ences in illness could legitimately be studied from a 
multi-disciplinary rerspective, and assuming that the 
existing data on the problem were valid, how far had 
we come in integrating, or at least reconciling, the 
explanations offered by individual disciplines? The 
answer here was practically not at all. To cite but 
one glaring contrast, the papers of Flor-Henry [7] 
and Lewis [14] both dealt with sex differences for the 
same psychiatric illnesses. That, however, which Flor- 
Henry attributed to differences in dominant hemis- 
pheres, Lewis viewed as related to differences in 
socializing influences and consequent superego forma- 
tion. At this point, the respective conceptions and 
languages were so different that one lacked sufficient 
common ground even to produce useful disagreement. 

Brief encounters, however, cannot be expected to 
produce fruitful dialogue. As a first step it is sufficient 
that participants demonstrated a willingness to expose 
themselves to the concepts of the “other culture”. 
One can expect this new awareness to be reflected 
in their future work. Moreover, there are some hopeful 
signs for the future, not the least of which are the con- 
tents of this issue itself. In publishing the papers of the 
symposium, the editors of Social Science and Medicine 
have agreed to present the biologically oriented papers, 
as well as the social science ones. Thus this issue 
constitutes a second meeting of the two cultures on 
this problem. It is to be hoped that future conferences 


will continue this exchange 
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HISTORIC CHANGES IN THE SEX RATIOS 
FOR DIFFERENT DISORDERS 


H. B. M. MurpPHy 


Department of Psychiatry, McGill University, Montreal, Quebec, Canada 


Abstract 


There are many diseases to which men and women are not equally vulnerable, and in some of 


these one can find historic shifts in the ratio of male to female cases. Any proper understanding of a 
disease should be able to explain such shifts, and an investigation of them will often improve that 
understanding. Shifts in the sex ratios for peptic ulcer, diabetes, lung cancer and coronary heart disease are 
examined and it is shown that for most of them we possess no simple, agreed and solidly founded 
explanation. However, when one chooses the explanations which best fit the precise timing and duration 
of each shift, one finds that it is often the ideal self-image of one or other sex which appears to have led to 
an excess vulnerability or alternatively a failure to make use of available remedies. It is suggested that 


1 
more attention needs to be paid to such ideal or stereotyped self-images and less to occupied roles, when 


attempting to assess the influence of social factors on illness 


In recent years, the subject of sexual inequality has 
attracted considerable attention, and many of those 
who write about it appear to see its causes as almost 
wholly social, with the biological differences being 
confined to the begetting of children. However, when 
one looks at many medical writings just the reverse 
point of view can be found, with all important differ- 
ences being attributed to genetic and other biological 
factors. That last position is now under strong attack, 
but both camps tend tq over-generalize and pay too 
little attention to biological/social interactions. 

What most people know about sex differences in 
illness is that females tend to live longer than males, 
something which is broadly true for animals as well as 
humans [1]. Much less well known is that fact that the 
difference is neither stable nor universal, the excess 
male mortality having been increasing in most Western 
countries over the past half century [2] but being absent 
in India and Sri Lanka [3]. Also, although there are 
particular diseases to which the male is particularly 
vulnerable—tuberculosis and lung cancer most notably 
—there are other such diseases of the thyroid and gall 
bladder for which the reverse is true. Turning from 
mortality to morbidity, one finds that although, as is 
also well known, women tend to have more illness 


episodes in total, men still have an excess of episodes of 


the more serious illnesses even when these do not 
result in death [4], just as they make the more fatal 
suicide attempts even though it is the women who 
make the most suicide attempts of all types [5]. It is 
fairly obvious, therefore, that there are both social and 
biological factors at play, and that we cannot prejudge 
which will dominate in a given situation. Each disorder 
needs to be considered separately. 

One quite simple but surprisingly neglected ap- 
proach to assessing the relative weight of biological 
and social influences in specific diseases is the com- 
parison of sex ratios at different periods. Social changes 
occur much more rapidly than biological, in man. 
Accordingly, if the cause of a sex difference in vulner- 
ability to a disease were primarily biological, one would 
expect relatively little change in that differential over 
the decades, whereas if the difference had mainly a 


social basis one could expect the sex ratio for that 
disease to be much less stable. The present paper will 
examine instances where such sex ratios have changed 
and the most probable causes for these changes, bearing 
in mind that biological as well as social factors can be 
at work. 


PEPTIC ULCER 


The syndrome which has shown the greatest and 
most frequent shifts in sex ratio appears to be peptic 
ulcer, particularly perforating peptic ulcer, a condition 
which is quite dramatic and easy to diagnose, regardless 
of whether the site is in the stomach or in the duodenum. 
Before about 1830 such perforating ulcers had only 
occasionally been reported and apparently shown no 
preference for either sex, but from that time onwards 
physicians throughout Western Europe found it be- 
coming increasingly common and increasingly affecting 
young women. In 1857 the first survey of the condition 
was published [6] and from that time on we can follow 
the shifts in the sex ratio quite easily. Figure 1 sum- 
marizes the picture until 1925, the data all being in 
terms of cases seen in surgery or autopsy, not in terms 
of rates. One sees that both in Britain and in Germany 
there was a clear excess of perforating peptic ulcer in 
young women until the beginning of the present cen- 
tury, after which time the female curve flattened out 
and the male curve rose. However, that transient excess 
in young women was absent in Moscow, where it was 
claimed that peptic ulceration in young women was 
unknown [9], and I have been unable to trace any 
report of an equivalent excess in American women, 
Mayo indicating fairly clearly that he had not seen 
it [10]. Accordingly, we should regard that excess in 
young women as being limited not only in time but 
also in space. 

As female vulnerability to ulcer declined in the early 
part of this century, male vulnerability increased, par- 
ticularly to the duodenal type. In 1908 Mayo had 
reported only about twice as many male as female 
cases [ 10], but by the 1920s the ratio was much higher, 
as the last graph in Fig. 1 shows, and by the 1930s it 
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Age and sex distributions of cases of perforated peptic ulcer in Western Europe during the 19th and 
early 20th centuries. Data from Brinton [6], Jennings [7] and Illingsworth [8]. 


had reached the extraordinary figure of 19 to 1. Since 
that decade the male rate has been falling quite sharply, 
the female rate has been rising, and the differential 
therefore markedly diminishing [11]. This male semi- 
epidemic of the second quarter of this century affected 
North America as well as Europe and it did not select 
any particular social class, but as with the earlier 
female epidemic it started first in the under-30s and 
later spread to the older age groups. That therefore 
constitutes a second phase. Whether the ratio will 
reverse itself once again or whether the sex differential 
for this condition is simply disappearing in most 
countries is unclear, but we do know that in one 
country a later, probably quite transient, excess in 
been observed. This country is 
Australia, the condition now being referred to is gastric 


+ 


ulcer only, and Fig. 2 shows that whereas males were 


female rates has 


considerably exceeding females in the 1930s, females 
exceeded males by 1960, the peak incidence for the 
women being now not in young adult life, but somewhat 
later [ 12, 13] 

Such swings in the sex ratio would seem to argue for 
a strong social component in the aetiology of peptic 
ulcer, but what is that component? If we view peptic 
ulcer simply as a “stress” disorder and infer that first 
the one sex and then the other was put under excessive 
stress, the swings in the sex ratio for this disorder do 
not harmonize with what we know about shifts in sex 
roles. It seems better, therefore, to approach the evi- 
dence without prejudice and seek the best explanation 
for each swing, hoping that underlying them will be 
some common factor. 

For the excess of perforations in young women in 


the later 19th and earlier 20th century a number of 


explanations have been suggested, ranging from diet to 
the use of laudanum as a sedative and vinegar as a 
slimming aid. However, I think there is only one 
hypothesis which accounts for the timing, the locations 
and the age distribution, and this is the use of tight 
corsets (see Fig. 3). At the beginning of the 19th century 
these had been out of fashion, but they returned with 
the Bourbon restoration in France and new mass pro- 
duction methods led to their use by all classes, whereas 
in the previous century they had only been for the rich. 


From about 1830 to 1910 they were in routine use in 
Western Europe, being very tight and reinforced by 
layers of heavy clothing during the middle period, but 
much less used in the U.S.A. and Russia. Just how 
corsets produce ulcers is unclear, but restriction of 
blood supply is an obvious possibility noted by con- 
temporary physicians and we know that general im- 
mobilization can produce ulcers in animals [14]. So, 
the immediate cause was probably physical, and the 
more distant cause social, but the latter was less con- 
nected with the stresses pertaining to social roles than 
to the ideal self-image which one sex maintained at 
that time. 


CHRONIC GASTRIC ULCER 
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Fig. 2. Age and sex distribution of cases of chronic gastric 
ulcer in Sydney, Australia, at three periods during the 
present century [12, 13]. 
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1816 


Fig. 3. The reign of the tight corset in European female dress during the 19th century 


1914 


The first and last 


illustrations show the styles immediately before and after that reign; the two middle drawings show 


variations in between. (Redrawn from fashion plates of the periods.) 


For the excess of duodenal ulcers in males during 
the period 1920-1950 explanations are hard to find, 
since although links to male personality traits can be 
shown, there seems no reason for so marked a change 
in incidence. However, if one accepts Alexander’s 
hypothesis linking of duodenal ulcer with an un- 
conscious conflict between oral needs and indepen- 
dence strivings [15], then any changes in feeding styles 
or in teachings regarding independence during the 
years when the adult patients had been infants could 
be relevant, and a little investigation shows that marked 
changes in both orientations took place at the relevant 
periods in both Britain and the U.S. An analysis of the 
content of women’s magazines in the U.S.A.[16] has 
shown that an emphasis on emotional support, flexi- 


bility of feeding schedules, and attention to the possible 


causes of infant crying were replaced between 1890 and 
1910 by a doctrine of rigidly scheduled feedings, early 
disciplining, and avoidance of unnecessary handling or 
body contact. This new doctrine, which was among 
other things promoted as a way of inducing indepen- 
dence and “manliness” in boys, remained in effect until 
the 1930s when Karl Menninger and others mounted a 
successful campaign against it, but reached its peak 
during World War I. In 
generation that attained adulthood between 1920 and 
1950 that had been most exposed to this method of 
handling infants, and it was the same generation in 
which we find duodenal ulcer increasing among young 
adults of both sexes, but much more in men than in 
women. Obviously, it cannot have been merely the 
feeding schedules and relative oral deprivation which 
produced the excess of ulcers in later life, otherwise 
women would have been affected as much as men, but 
it is not this alone which Alexander linked to the 
disorder. A conflict with independence strivings must 
also be present, and whereas independence teachings 
were pumped into the males of that generation, a 
doctrine of independence for women only became 


consequence, it was the 


approved of much later, i.e. for that generation of 


women whose duodenal ulcer rate began to catch up 
on the male [17]. One has still to allow for genetically 
induced hypersecretion and hypermotility in the 


stomach [ 18], but it does seem possible that a socially- 
induced conflict between oral dependency needs and 
independence teachings was the major factor in produc- 
ing so marked a sex differential over these years. If so, 
then it should be noted that it is again not an inequality 
of sex roles that is important, but rather a question of 
the ideal offered to each sex. And organic factors do 
not seem relevant. 

For the third switch in ulcer sex ratios, that in 
Australia, an organic factor has been convincingly 
incriminated, but social factors underlie it. Shortly 
after the changes in incidence were noted in Sydney, it 
was also noted that, firstly, some cases were associated 
with an excessive ingestion of salicylates[19], and 
secondly that 14% of housewives in Sydney had been 
taking two or three analgesic powders, each containing 
acetylsalicylic acid, which is a known producer of 
ulcers in animals[20], for years on end[21]. The 
Australian men did not consume these powders to 
anything like the same extent, preferring alcohol, and 


women in other developed countries had already been 
switched to barbitones. Accordingly, it seems very likely 
that it was the analgesic powders which produced the 
Australian 
women, but why these women should have consumed 


additional cases of gastric ulcer in the 


them so avidly is still unclear. The reasons for men 
preferring one drug and women another is too complex 


a subject to pursue here 


DIABETES 


At the time when male rates for peptic ulcer were 
mounting increasingly above the female in Britain, the 
reverse shift was taking place with diabetes mellitus 
[22], a male excess of deaths at the beginning of this 
century being converted into a female excess by the 
1920s and °30s. Since then, the trend has reversed, 
notably in the U.S.A., with a marked excess of female 
deaths from this condition in the 1950s almost dis- 
appearing by 1970 [23]. Factors leading to death from 
this disease are not necessarily the same as the factors 
leading to people suffering from it; death certification 
here is not as clear-cut a matter as in the case of death 
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from a perforating peptic ulcer ; and it is even not sure 
that the diabetes of today is same disease as that 
50 years ago. However, the observed changes still call 
for explanation, and of those which have come to my 
attention the one which accounts best for the timing of 
the swings in the 1920s and 1960s is what might be 
called somewhat flippantly the “two Bantings hypo- 
thesis”. 

Before the 1920s the name Banting was associated 
mainly with a form of dieting, more popular with 
women than with men since slimness was more a 
woman’s concern than a man’s. Diet at that time was 
the only moderately effective method of treating 
diabetes, and physicians found that their female 
patients were readier to accept strict dieting than the 
male ones were, being more accustomed to it. In 1921 
insulin was first extracted, and since that time it is with 
this that the name Banting is associated. However, 
while the women were readier than the men to “bant”, 
they were considerably less ready than the latter to 
accept the daily injections—painful and clumsy by 
today’s standards—and the urine testing which insulin 
treatment necessitated. Joslin had noted from the 
beginning in his classic text [24] that women were 
more reluctant than men to come for medical examina- 
tion and testing in any matter concerning the urinary 
system, and when I began medical practice in 1938 
I still found a reluctance of women patients to accept 
regular injections, particularly when self-admuinistered, 
whereas men were much less reluctant to talk with a 
(usually male) doctor about their urine and could be 
more easily induced to administer daily injections to 
themselves since it was “unmanly” to fear the pain. The 
influence of the first Banting (he was a patient) was 
such as to encourage women diabetics to follow their 
treatment more strictly than men would; the influence 
of the second was such as to encourage male diabetics 
to follow their treatment more systematically than 
women. Since the Second World War, however, women 
have become increasingly freed from the idea of being 
able to stand pain less well than men, they are feeling 
much less constrained about talking about sexual and 
excretory processes, urine testing and injection methods 


have become easy and almost painless, and the second 
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Banting’s insulin has been replaced by forms which are 
both easier and more reliable in self-administration. 
Accordingly, the disadvantages which the woman 
diabetic derived from an ideal self-image as someone 
delicate, clean-spoken and sensitive to pain have dis- 
appeared over the years since 1921, just as the male 
patient’s disadvantage of viewing dieting as a mainly 
female activity tended to disappear in the 1920s once 
insulin was introduced. 


LUNG CANCER 


In each of the foregoing instances I have sought to 
demonstrate how sex differences may cast light on 
aetiology, settling for the most plausible explanatory 
hypothesis without attempting to assess how much of 
the variance remains unaccounted for or how far other 
factors may be at play. Such an approach is useful for 
hypothesis building, but it is almost certainly too 
simple and there is much that still needs to be learnt 
about sex differences in illness even when we think we 
know the cause. This can be illustrated by reference to 
lung cancer. 

Sex differences in mortality from lung cancer are 
generally attributed, and with good reason, to differ- 
ences in tobacco consumption. However, when one 
views the subject historically and uses British data on 
tobacco consumption, there are discrepancies which 
do not seem to be explainable simply in terms of the 
time lag between peak smoking period and period of 
greatest risk. Figure 4, for instance, shows that while 
the male cancer rate appears to have mounted more 
rapidly than the increase in tobacco consumption, 
given the particular scales used there, the slope of the 
curve for the female cancer rate is less steep than that 
for female tobacco consumption; and no correction for 
time lag makes them fit any better. Apparently, there- 
fore, women have a greater resistance to lung cancer 
than men do, for a given level of tobacco consumption. 

The two most obvious explanations for such a 
difference would be that a certain threshold of indivi- 
dual consumption needs to be passed before cancer 
mutation is provoked, or that women inhale less than 
men. The second of these fits the existing facts better, 
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Great Britain, 1910—1970 [44, 45]. 
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but one has then got to ask why such a difference in 
smoking styles should exist, once women decided to 
smoke at all. Do men and women smoke for the same 
reasons? Apparently not, at least in Britain. Women 
tend to light a cigarette particularly when under 
tension, whereas men light up mainly when they are 
understimulated or bored [25]. Moreover, in British 
women the quantity of cigarettes smoked correlates 
with the score on a neuroticism scale whereas that is 
not true with their men [26], and this links up with the 
observation that among persons consuming the same 
amount of tobacco, those showing neurotic traits are 
less liable to lung cancer than those not showing such 
traits [27]. (The probable mechanism is that the more 
nervous person plays more with the cigarette and 
spends less time steadily smoking it [28].) Apparently, 
therefore, the sex difference in vulnerability to lung 
cancer may have something to do with the functions 
which tobacco serves for each sex, and that might in 
turn be related to some biological difference, since we 
know that nicotine can have both a stimulant and a 
sedative effect, depending on circumstances and dosage 
[29]. However, it has also to be noted that whereas 
British men show no correlation between tobacco 
consumption and neuroticism, American men appar- 
ently do [30]. Hence this could be an instance where 
the interaction of biological, personal and social factors 
is very complex. 


CORONARY HEART DISEASE 


With heart disease as with lung cancer, we have 
both a social and biological hypothesis to explain recent 
sex differences in mortality, the one relating to striving 
(the “Type A personality”) and the other to the effect 
of female sex hormones on the arteries. Between them 
they might seem adequate to account for the current 
picture, but when one once again looks at the matter 
historically they become much less satisfactory. 

Angina pectoris was the earliest distinctive syndrome 
within this disease complex to be recognized. At that 
time, the end of the 18th century, only 3°% of patients 
were women [ 31], a much more extreme sex difference 
than any found today. Something like this ratio appears 
to have continued for the next century [32], but around 
1912 the ratio began to change and by the 1950s 40%, 
of patients were female [33], an enormous shift. The 
figures relate to patients coming into care, not to deaths, 
and in the earlier period may have been exaggerated 
by the higher probability of males seeking specialist 
medical attention; but the major change has taken 
place in this century and the most probable factor 
producing it is tobacco. The various other explana- 
tions that have been offered, relating to exercise, obesity 
and percentage of animal fat in the diet, do not take 
into account the 19th century data, whereas the tobacco 
hypothesis fits these well, particularly since it was then 
considered improper not merely for women to smoke 
but for men to expose women to the smoke. The main 
argument against this hypothesis derived from the 
Framingham study [34], since although an association 
between smoking and angina was found among the 
men of that community it was not found among the 
women. However, no other explanation fits the data 
better, and if tobacco was a factor, then the same 


underlying social influence can be inferred here as 
applied to lung cancer. 

But the rate of angina pectoris in living patients 
bears very little relationship to the mortality rate from 
coronary heart disease or myocarditis, surprising 
though that may seem, and it thus seems highly prob- 
able that the causes for the sex difference in mortality 
rates are different from those underlying angina 
morbidity. The mortality sex differential has been 
shifting in the opposite direction. In the early 1920s, 
when national death certifications and their analysis 
first became sufficiently reliable for present purposes, 
the age standardized death rates for heart disease under 
the age of 70 were almost as high for women as for 
men, both in Britain and in the U.S.A. That situation 
changed only slightly until World War II, when the 
male rate began to worsen while the female rate im- 
proved, particularly in the younger age groups [35], 
and a review of postmortem material revealed that 
severe narrowing of the heart arteries had decreased 
markedly in women but only slightly in men [36] 
over the same period. Since then the gap has widened 
still more, so that in the 1960s there were at least three 
male deaths for every female one under the age of 70, 
with the ratio reaching 6: | in some locations, but in the 
U.S.A. being much less among Negroes than among 
Whites | 37]. 

[his is not the place to explore the exceedingly com- 
plex subject of the aetiology of coronary heart disease 
and myocarditis. Almost every month sees new data 
published on the subject and the factors relevant to it 
are probably quite numerous. However, one can ask 
what changes have taken place in Western society 


which could explain the shift in the C.H.D. mortality 


sex ratio. One that has been suggested is the reduction 


in exercise as a result of labour-saving devices first 
in the home, making the women relatively more vulner- 
able, and then in industry where the men became 
weakened [ 36, 38]. My opinion is that the timing of the 
changes in rates does not support this as an explana- 
tion, however relevant exercise may be in other respects. 
Another hypothesis relates to diet [34], with women 
assumed to be protected from the effect of animal fat 
on the male; but there are many arguments against 

Regarding psychological factors there is evidence 
relating the disorder to increased competitiveness, 
social mobility and anomie [39-41], but his- 
tory suggests that if these have increased so markedly 
over the past 50 years, something which can be ques- 
tioned, they should have done so more for women than 
for men. Serious competition for occupational status 
has not changed much for men but has changed 
markedly for women over this period, and the same is 
true to a lesser extent of status mobility, geographic 
mobility and loss of norms. By themselves, therefore, 
such social variables would not seem to be able to 
account for the change in the C.H.D. sex ratio. If they 
are relevant factors, then they must be operating in 
conjunction with something else, and one possibility 
here is the ideal self-image which has already been 


social 


repeatedly referred to. 

The main change in the relations between the sexes 
over the past 50 years has been the movement of 
women into traditionally male roles unaccompanied by 
any real shift of men into traditionally female roles. 
The old ideal of the woman as charming, soft, non- 
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competitive and home-loving was broadened so that 
competitiveness, independence and a career outside the 
home became increasingly acceptable, but the woman 
who chose to adhere to the earlier model could still 
do so without embarrassment. The old ideal of the man 
as aggressive, competitive, independent and the 
income-earner, however, did not change for most 
people and at least until the late 1960s a man could 
not assume a role that was formerly female, notably 
the role of home-maker, without embarrassment. 
Accordingly, while modern life has seen a widening 
of choices for the woman and very little loss of former 
shelters from stress, it has seen the man lose many such 
shelters, since his ideal self-image compels him to com- 
pete in the labour market now not just with other men, 
as before, but with women as well, including his wife. 
That change moved slowly until World War II, 
accelerated along the same lines until about 1970, but 
may be altering direction today so that being a simple 
home-maker becomes no longer the shelter for the 
woman that it formerly was, and the idea of the man 
being a home-maker is more acceptable. One could 
argue, therefore, that this is one type of stress, the stress 
to match up with the changes in the sex ratio for 
deaths from C.H.D. Such an hypothesis gains some 
support from the work of Stewart Wolf and others 
which suggests that it is not so much striving which 
characterizes the C.H.D.-prone personality, but a 
failure to match up to one’s proper ideals after having 
striven for them. [42, 43]. 


CONCLUSION 


[he illustrations chosen for this paper have concen- 
trated on shifts in the sex ratios for diseases which, 
from certain simple, organic viewpoints, might have 
been expected not to show such shifts. They should 
really have been balanced by illustrations of a relative 
absence of shift in diseases which one would expect, 
from a psycho-social angle, to show them. But there is 
a limit to what one paper can cover. In most of the 
illustrations, the explanations which have been offered 
as the most probable relate to the concept of the 
stereotyped image or self-image of each sex, and this 
probably reflects some bias on the part of the writer. 
For some of the instances, at least, a different writer 
would probably have thought some other hypothesis 
the more probabie. However, if bias exists it is one that 
has grown out of contemplation of this material, for 
I am not aware that the idea played any large part in 
my thinking beforehand. Self-image distinguishes itself 
from social roles in several ways, even though role 
theory sometimes does not recognize the difference. 
Self-image is related to what one wishes or thinks 
ought to be, ie. to the imaginary, whereas role is 
related to the part one plays in society, i.e. to behaviour. 
A widening of role opportunities ought theoretically to 
reduce stress and thence pathology, but in the event 
can be accompanied by greater pathology, as Durkheim 
demonstrated, since this widening encourages the crea- 
tion of new self-images that can be unrealistic or 
stressful. The cumulative evidence of this review sug- 
gests that the imaginary may have more relevance for 
pathology than the real-life roles which one plays, and 
that societies may markedly affect the risk of pathology 
by dominating the imaginations of their members. 


That conclusion may go further than the material 
justified, but even if one does not accept it, I hope that 
the main purpose of the paper has served, namely to 
show that we have been neglecting a category of infor- 
mation that can be of considerable assistance for hypo- 
thesis building and testing, the sex differences in the 
incidence of common diseases. Virtually, every medical 
report and study makes reference to the sex ratio found, 
but most then go on to ignore what that ratio may 
signify. It is time we got back to examining more 
seriously the possible causes of differences between the 
sexes in disease, with particular attention being paid to 
changes over time and across cultures. 
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Abstract 


This study recognizes the phylogenetic and morphological commonalities shared by members 


of a taxonomic unit and suggests that the creatures most similar to ourselves will be those belonging, 


in order, to: the same species, genus, family, order, class, phylum and kingdom. The more closely 
allied to our species, taxonomically, presumably the more similar will the animal be. We therefore select 
nonhuman primates as animal models of choice in studying human problems 


Certain difficulties arise when we consider a single 
attribute, for animals, which are in total very different 
creatures, may be very similar due to convergence; 
evolution in response to similar selective pressures may 
produce analogous structures. Some familiar examples 


are the octopus and vertebrate eyes or the wings of 


birds and bats. 

We could, nonetheless, look at a wide range of pri- 
mates in order to detect shared attributes which may 
reflect a common phylogenetic heritage. Ancient pat- 
terns may be obscured ina particular species, or difficult 
to observe directly, but if the attribute seems universal 
in all species examined, we will search more diligently 
for it in examination of the next species 

As with morphology, so too with behavior. It is 
sometimes hard to imagine that behavior may be under 
genetic control, and yet few of us would deny that the 
structure of the nervous system influences behavior, and 


that this structure is under genetic control. Control, of 


course, does not mean determination. Genetic material 
does not determine a trait absolutely, but only sets the 
limits within which the environment may fix the ex- 
pression. No one would deny genetic factors in height, 
and likewise no one would deny that environmental 
factors, such as nutrition and pathology, may influence 
the expression of the genetic potential. 

In this symposium, we are considering the influence 


of genetic and cultural variables in the two sexes of 


Homo sapiens with regard to their responses to disease. 
Men and women are undoubtably different from one 
another, and yet many of us may argue as to the extent 
to which sex influences particular attributes, mor- 
phological and behavioral. We may further argue that 
culture rather than biology may account for some 
differences in their entirety. After all, there is only a 
difference in a single chromosome between males and 
females. On the other hand, even a single gene may 
profoundly influence many attributes, and these genes 
are recognized as pleiotropic. 

Many sexual differences may indeed result from a 
single cause and, in this case, I believe we should 
examine the gonadal hormones as chemical messengers 


* The research referred to in this paper was conducted 
with the support of grants MH 13864 and MH 20483 from 
the National Institute of Mental Health and in part by NIH 
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which have profound influences on the morphology and 
behavior of an individual. Most introductory texts in 
Endocrinology specify the target tissues for gonadal 
hormones as virtually every cell in the body. On the 
other hand we must not deny environmental influences 
on behavior and morphology, for the influence of en- 
vironmental variables may both directly and indirectly 
modify attributes which are responsive to hormonal 
stimulation. Environmental variables may even in- 
fluence circulating levels of gonadal hormone 

As Frank Beach pointed out, behavior influences 
hormones and hormones influence behavior [1]. They 
exist as a feedback loop system. My own research has 
focused largely on the environmental and social events 
which influence circulating levels of testosterone in 
monkeys. Bob Rose, Tom Gordon and I have demon- 
strated profound and dramatic changes in hormonal 
levels as a function of even very brief social events [2]. 
Circulating levels of male hormone may be reduced to 
10—15' 


, of normal as a consequence of a single social 


experience of only 20 minutes duration [3,4]. They 


may likewise triple or even increase ten fold in response 


to different social experiences [2, 4]. We also know that 
such as diurnal and 
threefold changes in 


natural environmental events, 
seasonal factors may produce 
circulating hormone |5]. Such changes produced by 
exogenous stimulation certainly influence behavior. We 
therefore believe Frank Beach was absolutely right in 
his feedback loop model of hormones and behavior. 

It may be asked what effect does sexual member- 
ship have on circulating hormones, and what effect 
do these hormones have on behavior and morphology, 
which may influence response to disease. An answer 
will, however, require an examination of the entire 
developmental process, for whereas hormones may 
have immediate short term effects, they also have long 
term consequences dependent on their activity during 
critical stages of development. 

Sex differences in the behavior of sexually dimorphic 
monkeys have been apparent from the first studies, but 
the relative contribution of environmental and genetic 
inputs was not identifiable until experimental data be- 
came available. The first set of experiments involved 
the study of sex differences in behavior of animals raised 
from birth in total social isolation. Although such 
rearing produced severe symptoms of behavioral path- 
ology, sex differences were readily noted. Harlow has 
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summarized these differences in rhesus monkeys as they 
relate to agonistic patterns, sexual responses, infant 
directed behavior, grooming and play [6—9]. Inasmuch 
as these differences seem to develop as a function of 
maturation in monkeys reared under conditions of total 
social deprivation, they are attributed to sex. A number 
of studies have all reviewed the available develop- 
mental data relating to sex differences in isolation 
reared rhesus infants and the differential responses of 
males and females[10—15]. The data appear to be 
consistent. Jensen and others have found similar effects 
working with pigtail macaques [16—19, 39]. Rosen- 
blum, working with squirrel monkeys, a different 
superfamily of primate, also found consistent sex 
differences [20]. Moreover, Chamove and others report 
that older monkeys living in a social context clearly 
respond differentially to the sex of infants, thus be- 
haviorally reinforcing sex differences which may al- 
ready be present [21]. 

Hormonal contributions to behavioral differences 
has been explored by Joslyn [22], Phoenix [23] and 
others by neonatal castration of males and by the 
administration of testosterone proprionate to female 
infants. These manipulations failed to alter the basic 
behavior patterns of male and female infants, but then 
again, neither neonatal rhesus monkeys nor neonatal 
human beings show significant sex differences with 
regard to levels of circulating androgens. The two sexes 
in both species, however, show profound differences in 
circulating levels of gonadal hormones both post 
pubertally and prenatally 

Recent studies have suggested that the behavioral 
differences between males and females observed 
between birth and puberty may be, nonetheless, a 
function of hormonal influences. The prenatal hor- 
monal environment was hypothesized to account for 
later sex differences in behavior, and a series of studies 
involving deliberate androgenization of the prenatal 
environment was undertaken. Treatment of the genetic 
female begun between days 40 and 70 post con- 
ception may produce a pseudohermaphrodite, whereas 
treatment continued to day 130 but not begun until 
after day 70 may produce a physically normal but male 
behaving female infant [24—27, 38]. Monkey mothers 
behave differentially to the behaviour of their male and 
female offspring [28,29] and, inasmuch as many in- 
vestigators believe that this is due primarily to the 
behavior of the infants, it appears as if the mothers 
of genetic females androgenized prenatally are treating 
these females more as they would male infants. In short, 
the mother is more punitive towards the infant who is 
more active and aggressive. The mother’s response to 
the infant’s behavior thus serves to reinforce the be- 
havioral differences in the two sexes. Inasmuch as genes 
operate in a species-typical environment, feedback loop 
reinforcement of genetic tendencies should be expected, 
rather than surprising. 

The genetic female subjected to prenatal andro- 
genization may, at puberty, develop into a “normal” 
female, engaging in typical sexual and maternal be- 
havior [ 30, 31]. The onset of her own mature hormonal 
production might be interpreted as evidence that the 
effects of prenatal treatment are reversible. This 
interpretation can be demonstrated to be invalid by 
administration of androgen to experimental females 
(treated with androgens between ages 70 and 135 days 


post conception) and normal females. Normal females 
injected with androgen show increased female sexual ac- 
tivity. The experimental females, on the other hand, 
show male sexual responses. A certain mixture of male 
and female sexual responses in monkeys is the rule, but 
in this case the female subjected to prenatal andro- 
genization, who has been showing essentially normal 
female sexual behavior as an adult, responds very 
differently than her untreated control when both are 
subjected to the same stimulus. Prenatal hormonal en- 
vironments thus may be seen as influencing neural 
development such that the same stimulus will produce 
different responses in the adult [ 32, 33]. Ehrhardt has 
collected a number of human case studies which suggest 
that the same processes operate in our own species [ 34]. 

We may summarize this information by saying that 
a relatively few genetic differences between males and 
females may account for a large number of phenotypic 
differences. Gonadal hormones, produce profound 
effects on both morphology and behavior. The onto- 
genetic influence of differential hormonal stimulation 
accounts for several major differences which are 
virtually nonreversible. Later hormonal influences may 
continue to influence other structures and behavior. 
These hormonal influences operate on an organism 
developing in a species typical environment and the 
final result is dependent upon this interaction. The 
evolutionary selective pressures operating on the 
phenotype select for the net effect rather than either 
the genetic or environmental components. Sex 
differences must then be regarded as functioning to 
increase the genetic fitness of males and females. 

Despite the broad influence of sex hormones, I am 
not accepting every proposed sex difference as a true 
biological difference. In our own species we must 
contend with values, norms and beliefs, some of 
which reflect more belief than biology. Some authors 
have proposed to extrapolate from animal studies to 
postulate the existence of territoriality, dominance and 
many other social mechanisms in human societies. 
Others have postulated biological bases to our cultural 
beliefs, attributing similar mechanisms to animals. In all 
such cases, speculation must lead to hypotheses which 
are subjected to empirical test. Speculations cannot be 
used as premises to deduce logical conclusions as a 
proof for the existence of these speculations. The lack 
ofevidence leaves these speculations neither proved nor 
disproved. Should they prove untestable, then they are 
no longer in the realm of science, but belong to some 
other aspect of human activity as a belief system. 

If we accept general rules of genetic fitness as 
applied to the evolution of all biological creatures then 
we must find evidence (not speculation) that a particu- 
lar attribute increases the number of descendants either 
by increasing fertility ; or the survival of those children 
that are born. Primates, in general, emphasize the 
latter strategy and maximize the survival of their rela- 
tively few young. It is important to remember that 
reproduction involves two sexes in our species and 
that both have strategies to increase their genetic fitness. 
Even in sexually dimorphic species, there is still oppor- 
tunity for female choice and female strategies may 
influence a male’s reproductive success. A model of 
dominance and sex which asserts strong primary 
selection for dominance and claims all males are 
dominant over females clearly implies selection against 
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females: a strategy which would soon eliminate any 
species. In fact, paternity determinations do not demon- 
strate increased reproductive success as a function of 
male dominance [35], and we can demonstrate females 
to be dominant to many adult males in macaque 
societies, where we unquestionably have dominance 
structures and strongly dimorphic sexes. 

The message I am trying to convey can be put more 
simply. Whereas there are biological bases to many 
sexual differences, not every proposed difference is in 
fact a real difference ; and some are more beliefs than 
demonstrations. We must treat each assumption as 
an hypothesis to be carefully defined so that it may 
be tested. Arguments concerning cause and function 
may wait until we demonstrate the phenomenon. Some 
proposed sex differences may prove to be valid, others 
will prove to be false, and some disagreements may 
involve definition more than substance. 

As a parting example, let us consider aggression. 
Aggression exists only as an interpretation of the 
motivational state of the actor, Certain responses are 
identified as indicators of aggressiveness and may be 


based on: (1) frequency of expression, (2) duration of 


expressions, (3) “intensity” of expression, (4) form of the 
expression, (5) the function of the interaction or, (6) 
the consequences of the expression. Who is more 
aggressive, the female monkey who chases, slaps and 
harasses her “misbehaving” child five times daily for 20 
minutes at a time, or the male who 
slashes a group member with his long canines and 
permanently maims his opponent in this 3 second 
interaction? If we cannot agree as to which sex is more 
aggressive, how can we discuss the causes and functions 
of this difference? We must begin by definition, and 
challenge our own preconceptions, no matter how 
dearly we hold them. 

In the study of aggression, we must remember 
Kummer’s warning to separate conceptually | 36]: (1) 
the form of the response or structure, (2) cause (im- 
mediate), (3) function, (4) ontogeny and, (5) evolution. 
Aggression is usually described as a motivational state 
rather than as a particular set of motor patterns 
Context will determine our interpretation 

In the consideration of dominance we are yet another 
step removed. Inasmuch as we do not want to equate 
dominance with the simple winning or losing of a fight, 
we conceptualize it as a relationship which allows us 
to reliably predict the form and outcome of agonistic 
and other related encounters. Dominance may both 
result from and influence agonistic encounters, but it is 
the relationship that we feel is conceptually meaning- 
ful. No monkey becomes dominant merely on the basis 
of fighting skill, nor is dominance a permanent property 
ofan individual. Dominance, as a relationship, can only 
have meaning within a specific social context. For 
example in a group of 50 monkeys, the 25th ranked 
animal is intermediate, but becomes alpha when the 
top 24 are removed. With their return, and the re- 
moval of 26—50, our poor friend is instantly transferred 
into an omega. 

If dominance is meaningful only in a social context, 
we must also remember that one of the few special- 
izations of the primates relates to their sociality [36]. 
In an order marked by its physical generality, the only 
specializations appear to relate to social techniques, the 
long periods of biological dependence and the ability 


once a day 


to modify behavior as a function of experience, much 
of which will be social. 

Dominance is therefore not surprisingly related to 
social skills, alliances and acquired behavioral patterns. 
A coalition of monkeys can defeat a single animal acting 
alone, and it is this system of alliances which determines 
ranks and maintains the stability of social orders. 

The biologist always turns to genetic fitness in efforts 
to understand selective pressures as they influence 
particular patterns. One may readily hypothesize ad- 
vantages to be derived from high dominance ranks, and, 
at first this led some to talk of selective pressures for 
aggressive abilities. It should be remembered that 
dominance results in large part from social skills and 
that primates are primarily social rather than aggressive 
animals, the rhesus monkey and ourselves notwith- 
standing. 

Genetic fitness might also be determined by social 
rather than skills, and a one to one 
relationship between dominance, or aggression and 
reproductive success might not prevail. In fact, pater- 
nity determination in a series of different macaque 
groups in my laboratory failed to demonstrate con- 
sistent correlations between rank and reproductive 
success in any one year. Rather than looking at the 
outcome of any one year, we should look at lifetime 
reproductive strategies and rethink the relationship 


aggressive 


between aggression, dominance and reproductive suc- 
Coss | 37 | 

Is it possible that aggressive males not only are not 
guaranteed high rank, but might also not be favored 
sex partners? Might not the much smaller female 
macaque also have a reproductive success strategy? Is 
it possible that the female exercises choice too? Could 
she perhaps seek out partners who were not 


those that were not 


gressive, 


aggressive towards 


females? Might a female even avoid overly aggressive 
h 


males and thereby select against such traits? Might a 


female prefer partners with good social skills rather 
than good fighting skills? 

Our 
females led us to stress selection for size and aggressive 


W e@ saw 


selected for, but if we 


previous insistance on male competition for 


abilities aggressive dominant males being 


believed that aggression and 


dominance were being selected for, then were we per- 
haps neglecting the implication that smaller, less 
aggressive, less dominant animals (females) were being 
selected against? No species can long survive which 


ignores or strongly selects against females. We have 
ignored the other half 


long. It is time to col 


of reproductive strategies too 


lect some data 
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Abstract 


Genetic mechanisms operating through neuro-humoral interactions lead to a differential hemi- 


spheric organization of the brain in males and females, with a relative superiority of the dominant 


hemispheric functions in the female and of non-dominant hemispheric functions in the male 


That 


differentiation is reflected in behaviour at an early age, and leads to the respective sexes being unequally 
vulnerable to disturbances of cerebral functions which are concentrated in either the dominant or the 
non-dominant hemisphere. The present paper brings together neurological and other evidence linking 


hemispheric dominance to the excess of psychopathy and early-starting schizophrenia ir 


and of 


1 males, 


depression and hysteria in females. Arguments are presented for considering late-onset schizophrenia, 


which occurs mainly in females, to be a different disease from the early-onset schizophrenia which occurs 


mainly in males, and also for viewing psychopathy and hysteria as equivalent syndromes of dominant 


hemispheric dysfunction, with the association between gender and laterality determining the manifestations 


There is now a large body of evidence which shows 
that in mammals, including primates and man, the 
fundamental morphological organization is female, 
this being true for both sexes. In man, only the 
chromosome ts sex determining by releasing autosomal 
and X-coded information which becomes manifest in 
the phenotype. The sexual differentiation 
through the release of testosterones during critical 
periods of intrauterine development. This has_far- 
reaching repercussions on neural growth and neural 
specialization [1,2]. It is noteworthy that this neuro- 
humoral mechanism which, through testosterone, 
evokes sexual differentiation is itself dependent on 
oestradiol. It is only induced by those androgens that 
are convertible to oestrogens. Testosterone is trans- 
formed in the brain into dihydrotestosterone and 
oestradiol. Autoradiographic studies with radioactive 
tritium have shown that oestrogenic neuro-receptors 
are concentrated in the preoptic area, the hypothalamus 
and the amygdaloid whilst dihydrotestosterone is 
focussed on the septum and hypothalamus. The 
cerebral uptake of cortisone is maximal in the septum 
and hippocampus [3]. Anatomically it is only after the 
second month of intrauterine life that the differences 
between males and females emerge, derived from the 
genital groove and tubercle common to both sexes 


occurs 


Irrespective of chromosomal sex, in the absence of 


foetal testosterone and even in the presence of normal 
circulating androgens, if these are inactivated at the 
cellular level (as in the androgen insensitivity syndrome) 
the anatomical sex is female. Thus the male gender in 
primates is a specialization on the basic female 
paradigm. This is probably the origin of the greater 
biological vulnerability and greater variability of the 
male, compared to the female. The diminished survival 
of the male is manifest at both extremes of the life span. 
The sex of spontaneously aborted embryos is more 
often male than female. Even although the sex ratio at 
birth is of the order of M: F = 106/100, at every decade 
of life there is an excess male mortality [4]. The life 
span in the U.S.A. is 74 for women and 66 for men; 
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Ss 


Ss 


in Scandinavia it is 79 for women and 72 for men [5] 
At all | 


excess of males, regardless of whether this is largely the 


evels of intellectual retardation there is a gross 


reflection of the statistical polygenic distribution of 
intelligence as in mild retardation (an I.Q. between 
» acquired brain-disease, or due to 
lers. Moser and Wolf [6] obtained 


iL 
I 


50 and 70), is due t¢ 
chromosome disor¢ 
in their investigation of 1378 intellectually handicapped 
a sex ratio of M:!1 140/100—compar to that 
found generally in such populations. However, 
for mammalian organiza- 
other species: for example, 
as an XO, and the female an 
1e male is XX and 


ible 
these 
considerations are only true 
tion and do not hold for all 
in grasshoppers the male h 
XX structure ; 
the female XY 


in birds and moths tl 


HEMISPHERIC ASYMMETRY 


right and left hemispheres of the 


That in man the 


brain are functionally quite different is well known 


What is perhaps less widely known is that they are 
anatomically different. The left hemisphere has a 

than the right, but diminished cerebral 
, and this differential hemispheric con- 
red in some of the anthro- 


greater mass 
circulation [ 7, 8 
figuration is already pre-fi 
poid apes. Thus, the orang-utan, like Homo sapiens and 
onger and more horizontal 


neanderthal man, has a | 
sylvian fissure on the left than on the right [9]. Further, 
there anatomical right-left asymmetries dis- 
tinguishing the right and left hemisphere in the human 
male and female. Wada et al.| 10] investigating mor- 
phological asymmetry in 100 adult and 162 infant 
brains confirm that the left planum temporale is usually 
greater than the right and that the difference becomes 
measurable by the 29th week of gestation, although in 
10% of the adult series the right planum was greater 
than the left, with a significant preponderance of women 
in this category. This would suggest that the prevalence 
of right hemisphere dominance is greater than has been 
assumed, particularly in women. 

Notwithstanding, it is well established that the rate 


are 
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and degree of lateralization of linguistic functions to 
the dominant—and of visuo-spatial functions to the 
non-dominant—hemisphere is established earlier in 
girls than in boys. Buffery [11] has shown for example 
that girls between the ages of 3 and 6 have a greater 
degree of right hand preference and as early as 3 years 
of age show a left hand superiority in conflict drawing 
tests, boys not demonstrating this effect before the age 
of 7. Further, an enormous body of psychological 
evidence had documented that males and females 
exhibit consistent patterns of differential abilities which 
are the reflection of different lateralized hemispheric 
organizations. Girls are superior to boys in linguistic 
and even articulatory skills [12]; boys are superior to 
girls in visuo-spatial abilities. The greater degree of 
non-dominant hemispheric specialization in the male 
is again illustrated by the observation that after 
unilateral brain damage in dextrals (i.e. right-handed 
individuals) spatial impairment is greater in males, 
with right hemispheric lesions, compared to females 
with similar pathology[13]. A corresponding con- 
clusion follows from studies of field articulation in 
normal males and females. On the rod anc frame test 
males have more errors when the frame is tilted to the 
left, the females when it is tilted to the right, consistent 
with the view that spatial functions are more lateralized 
to the right hemisphere in the male[14]. Thus the 
dominant (usually left) hemispheric organization of the 
female is superior to that of the male and, conversely, 
the non-dominant (usually right) hemispheric organiza- 
tion of the male more efficient than that of the female 
notwithstanding the fact that girls establish lateraliza- 
tion earlier. These phenomena are biologically deter- 
mined, dependent on neurohumoral mechanisms that 
are gender mediated. This is well illustrated by a con- 
sideration of the behavioural and psychometrical 
associations of the adrenogenital syndrome, of Turner’s 
syndrome, of Klinefelter’s syndrome, of the androgen 
insensitivity syndrome and of the XYY syndrome 

In the adrenogenital syndrome a genetic, recessive 
inborn error of metabolism leads to an enzymatic 
defect in cortisone synthesis, producing an excess of 
fetal androgen. It leads to precocious virilizing puberty 
in the female (pseudo-herma-phroditism) and_pre- 
cocious (but otherwise normal) puberty in the male 
Ehrhardt, Epstein and Money[15] studied 15 such 
cases in genetic females, who had been reared as girls 
from the first few months of life, all of whom had been 
treated with cortisone. Compared to controls, they had 
excessive masculine interests and virtually absent 
feminine interests. In an analysis of 70 similar patients 
Ehrhardt, Evers and Money [16] found that there is a 
clear elevation of I.Q., 60% having an I.Q. superior to 
110, instead of the expected 25%. Synthetic progestins, 
(which have an androgenic action), when given for 
threatened abortion also induce a similar virilizing 
effect on girls and a significant elevation of 1.Q., for 
both verbal and performance scales (60% with LQ. 
over 130, instead of the expected 2%)[17]. Similarly, 
Money and Meredith [18] report an increase in verbal 
I.Q., in both males and females, with idiopathic pre- 
cocious sexual maturation, but more pronounced in 
males. Complicating the interpretation of these ap- 
parently clear-cut results the California study reported 
by Reinisch [19], analysing both the hormone treated 
and untreated offsprings of 56 families finds a significant 


elevation of intelligence in both groups, the I.Q. being 
independent of hormone treatment, dosage or sex. It is 
possible, however, as she observes, that the negative 
effect may be because of the absence of genital viriliza- 
tion in this group. Ninety per cent of the girls in the 
earlier study were morphologically virilized and none 
in the California sample. Thus it appears that there is 
a relationship between the amount of circulating 
androgens in intrauterine life and general intelligence. 

Theilgaard [20] studied the psychometric charac- 
teristics of patients with Klinefelter’s syndrome (com- 
pared with infertile males), and with Turner’s syndrome 
(compared with women with primary amenorrhoea). 
The XXY group, of average intelligence, had a small 
but consistent decrement of verbal over performance 
1.Q. This is invariably found, from one investigation to 
the next, irrespective of the average intelligence level. 
In contrast, women with ovarian agenesis (XO), have a 
striking elevation of verbal I.Q. over performance I.Q. 
[his is because of impaired spatial abilities [21]. In 
10 patients with the XYY syndrome the general intelli- 
gence was found to be normal, but with a high degree 
of subtest scatter and a slightly diminished verbal I.Q., 
compared to performance, since the highest scored 
subtests were object assembly, picture completion and 
block design [22]. Masica et al. [23] studied the cog- 
nitive pattern of 15 subjects with the androgen in- 
sensitivity syndrome. The average I.Q. (109) was 
normal, considering the sample size, but the verbal 
performance I.Q. discrepancy (111.8 vs 102.3) differed 
significantly from expectation. Notable was the fact 
that the highest subtests were comprehension and 
similarities and the lowest object assembly and block 
design, an exaggeration of the normal female con- 
figuration. 

It is thus clear from the study of cognitive patterns 
both in normal males and females and in persons 
suffering from pathological variations of gender that 


genetic mechanisms, operating through neurohumoral 
interactions, lead to a differential hemispheric organiza- 


tion in the male and in the female, with relative 
superiority of dominant hemispheric functions in the 
female and of non-dominant hemispheric functions in 
the male. Comprehensive reviews of the effects of fetal 
sex hormones on cognitive style and human differences 
are provided by Reinisch [19,24] and Dawson [25]. 


PSYCHOPATHY 


rurning to psychopathology, a first point to note is 
that just as studies of ovarian agenesis have revealed 
an exaggeration of the female psychometric pattern, 
with verbal I.Q. greater than performance, so have 
numerous investigations of aggressive and homicidal 
psychopaths, a deviancy almost exclusively charac- 
teristic of the male, revealed an opposite exaggeration 
of the normal male profile with systematic elevation of 
the performance over the verbal I.Q. [26, 27]. Regard- 
ing epilepsy, it has similarly been found that psycho- 
pathy is associated with early onset of temporal lobe 
epilepsy, involving the dominant hemisphere in the 
male, and a significant decrement of verbal below 
performance I.Q. Since Milner first reported this asso- 
ciation [28] it has been shown that, incontrovertibly, 
lateralized dysfunction of the dominant hemisphere, 
particularly of the temporal regions, is reflected by a 
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decrement on the verbal scales of the Wechler test, 
whilst lesions of the non-dominant hemisphere lead to 
a fall of visuo-spatial (i.e. of the performance scale) and 
of musicogenic abilities. 

Further, both sexual drive and aggressivity are cor- 
related with androgen interaction on neural structure, 
in both sexes. Boys between the age of 3 and 6 are 
physically more aggressive than girls of the same age, 
and the sex difference is inversely correlated with age. 
In all known societies where warfare is regular to the 
way of life, not only is the fighting done by males, but 
they also have the prerogative of weapon manufacture. 
In 224 cultures studies by Murdock [29], there was 
only a single exception where the females as well as the 
males participated in weapon production. The in- 
creased aggressivity and exploratory drive of the male 
is rooted in biologically determined lateralized hemi- 
spheric neuro-endocrinological organization, and can- 
not be attributed to sociological or child-rearing prac- 
tices [30,31]. Thus one can understand aggressive 


psychopathy as an exaggeration of the male pattern of 


hemispheric organization, the result of genetic-consti- 
tutional interaction, or of acquired dysfunction of the 
dominant hemisphere; which would accentuate the 


paradigm. In a sense aggressive behaviour is a form of 


non-verbal (or visuo-spatial) ability. 
Robins found in a 30 year follow-up that sociopathic 


behaviour occurred in 25% of the males and 12% of 


the females of her series, was quite independent of the 
social environment, and was linked to the paternal but 
not maternal characteristics: sociopathy or alcoholism 
in the father [32]. More recently, the familial investi- 
gations of Guze et al. have confirmed these relation- 
ships [33]. Because, in both sexes, the left hemisphere 
has a greater mass, and a lesser circulation than the 
right, it would follow that it should be more vulnerable 
than the smaller, better irrigated right hemisphere. 
That this is indeed the case is suggested by an investi- 
gation of Paolozzi who collected randomly 20,256 EEG 
taken on that number of neurological patients [ 34]. 
Extracting 4032 records with definite asymmetry, 70% 
of these were found to be lateralized to the dominant 
hemisphere. The effect was age dependent, maximal at 
the post-pubertal period and fascinatingly, there was a 
clear increase in left sided pathology when only cases 
with space-occupying intracerebral lesions were con- 
sidered, but no such imbalance when only extra- 


cerebral lesions were taken. Another manifestation of 


the same phenomenon is the excess of slow activity in 
the left hemisphere after bilateral ECT, which is posi- 
tively correlated with increasing age [ 35, 36]. 

In addition to this general vulnerability of the left 


hemisphere there should be an over-representation of 


syndromes reflecting dysfunction of the dominant 
hemisphere in males, since it is functionally less efficient 
in that sex. The sex ratios in a variety of disorders 
confirm this. There is an excess of sinistrals in the male 
The sex ratio for both developmental dyslexia and 
infantile autism (the cardinal feature of which is 
absence, or extreme retardation of language) is 400: 100. 
Reading retardation, associated with conduct distur- 
bances and often with sinistrality as well, is enormously 
over-represented in males. Schachter [37], studying 
sinistrality in a child psychiatry context, found an 
association between conduct disturbance, dyslexia and 
sinistrality which is three times more common in boys 


than in girls. The sex ratio for developmental aphasia 
and stuttering (here once more with a sinistral associa- 
tion) is 500: 100. From a different perspective Taylor 
and Ounsted [38] have documented a similar process, 
showing that the excess of males who exhibit epilepsy 
in the wake of febrile convulsive hypoxia (sex ratio 
140: 100) was because of an excess of temporal epilepsy 
of the left hemisphere in the male. There are biological 
affinities between psychopathy and schizophrenia, 
Heston [39] and Rosenthal and Kety [40] finding an 
excess of abnormal personalities of the former kind in 
the genetic relatives of schizophrenics, whether or not 
these were reared by their natural families, or separated 
from birth. Further, the study of pre-morbid personality 
characteristics of schizophrenics reveals a marked 
gender difference, the boys exhibiting unsocialized 
aggressive behaviour, but not girls [41]. Interestingly, 
Kupfer et al. [42] studying childhood traits and adult 
psychiatric disorders in 174 consecutive patients found 
that the group of 48 schizophrenic patients had in 
childhood significantly more trouble with arithmetic 
than the other psychiatric categories. This writer has 
reported an observation that is. in keeping. Studying 
by power spectral EEG analysis techniques the ratio of 
right/left energy change in normals, manic depressive 
and schizophrenic patients, it was found that the 
schizophrenics failed to show suppression of left 
parietal energy when engaged in arithmetical tasks 
[43]. posterior 

temporal—parietal regions on that side. 


[This implies dysfunction of the 


SCHIZOPHRENIA 


The considerable evidence which shows that the 
schizophrenic syndrome is related to dysfunction of 
the dominant hemisphere, particularly of the left 
frontal-temporal limbic regions, has been extensively 
discussed elsewhere [ 44—47] and need not be repeated 
here. It is derived from the statistical study of epileptic 
psychoses, of post-traumatic psychoses, and of psy- 
tumours. It is sub- 


the dysphasic and 


choses associated with cerebral 
stantiated by 
paraphasic disturbances of speech in schizophrenia, 


the analysis of 


by the asymmetry of electrodermal responses in the 
same disorder, by the power spectral characteristics of 
the EEG, and by the neuropsychological patterns of 
cerebral dysfunction in the endogenous psychoses. 
Neuropsychological techniques alone allow for a 
90%, correct classification of the endogenous psychoses, 
schizophrenia having predominantly dominant and the 
affective predominantly non-dominant 
fronto-temporal dysfunction. That the fronto-temporal 
systems of the dominant hemisphere are critically 
perturbed in the schizophrenic syndrome is suggested 


\ 
pDSyCnoses 


by the most amazingly varied observations. To refer to 
but a few: the abnormalities of directional preponder- 
ance of the nystagmus to caloric vestibular stimulation 
in schizophrenics implicate the left temporal lobe [48] ; 
the distribution of regional distribution of regional 
cerebral blood flow, measured by radioactive xenon 
clearance rates, shows hypocirculation of the left frontal 
zones in chronic schizophrenia [49]; the asymmetry in 
the detection of short tone signals in schizophrenics 
during episodes of auditory verbal hallucinations again 
implicates the left temporal lobe [50]. Boklage [51] has 
analyzed the data of the Gottesman and Shields and 
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Slater schizophrenic twin series. In monozygotic, but 
not dizygotic, twins there is a very large excess (34%) of 
cases discordant for handedness, which is over twice 
the frequency (14°,) found for normal twin pairs, and 
3-10 times that found in siblings generally. Con- 
cordance for schizophrenia is very high in the pairs 
that are concordant for handedness, with righthanded 
concordance yielding 93% concordance for schizo- 
phrenia. Among the pairs discordant for handedness 
only 23% are concordant for schizophrenia, it is the 
sinistral twin that is then the schizophrenic, and the 
illness is more benign. The parallel with degree of 
laterality, susceptibility to aphasia, and severity of 
aphasic disturbances after lateralized cerebral insults is 
striking. Lateralized insult to the dominant hemisphere 
of dextrals produces severe and often permanent 
dysphasic or aphasic disturbances, but in sinistral or 
ambidextrous individuals mild dysphasic difficulties 
are more likely after injury to either hemisphere, 
and there is much greater probability of complete 
recovery 

The excess of males in infantile autism has already 
been mentioned. The relationship between infantile 
autism and childhood schizophrenia is controversial, 
some authorities denying any affinities [52], while 
others emphasize the common elements between the 
two syndromes [53-55], attributing the symptomato- 
logical differences to differences in age at onset. Hauser 
et al.{56]| has recently shown that in 15 of 18 autistic 
children subjected to air encephalographic studies, 
there was cerebral atrophy lateralized to the deep 
regions of the left temporal lobe. Be that as it may, 
there is also a strong excess of males with “childhood 
schizophrenia”, which could more precisely be called 
schizophrenia of early onset, Kolvin [57] reporting an 
almost threefold excess of males in his series. 

Less well appreciated is the over-representation of 
males in adult forms of schizophrenia, at least before 
middle age, the relationship being age-dependent but 
parity between the sexes only being achieved around 
the age of 40. In this context the often expressed view 
that schizophrenia “strikes both sexes about equally” 
[58] is in error. Thus, in the data summarized in the 
source just cited, there is an overwhelming male excess 
of schizophrenia under the age of 35 (including infantile 
autism); around that age the incidence becomes the 
same for the two sexes; and by the age of 55 the 
relationship is reversed. Similar excesses of males have 
been found for German patients under the age of 50 
[59] ; for Cleveland patients with nuclear schizophrenia 
[60]; and in both England and Scotland [61]. In 
Scandinavia the sex ratios for this condition regardless 
of age are close to parity, but both in Sweden [62] and 
in Denmark [63] the first admissions for males were 
significantly earlier than for females and the estimated 
age at onset was similarly earlier in the Swedish males. 
Thus, in a total population survey of a Swedish county 
born in the years 1900 to 1910 the mean age at onset 
was 27 for male admissions and 32 for females [62], 
while the age at first admission for Danish schizo- 
phrenics in the year 1967-1968 was 31.5 as compared 
with 42.7 for females [63]. 

Obviously, the mere fact that a condition commences 
earlier in the one sex than in the other does not by itself 
indicate a difference in susceptibility, but one can 
question whether the chronic delusional hallucinatory 


psychoses found in women after the age of 40 and 
showing an increasing incidence with age comprise 
the same disease as the schizophrenic syndrome occur- 
ring predominantly in young men and inversely cor- 
related with age. The differential diagnosis of the late 
paraphrenias is relevant here. Anglo-Saxon taxonomy 
has too often confused chronic delusional hallucinatory 
states with schizophrenia which, after all, is merely a 
later term for dementia praecox or the puberty psy- 
choses of the 19th century. The late paraphrenias are 
delusional hallucinatory psychoses developing mainly 
after the age of 65 and showing an extreme over- 
representation of women, there being 47 women and 
only 2 men in the series collected by Herbert and 
Jacobson [64]. Similarly, Post [65] finds a high inci- 
dence of cerebral organic features in a group of 29 
schizo-affective psychoses of late life, (over the age of 
60), where 72% are female, 86% of the late paraphrenias 
in this series are female. These authors found in their 
sample a high prevalence of premorbid schizoid per- 
sonality and of physical disease, a preponderance of 
lonely individuals, and a very high association with 
disability of the special senses, 47% having a visual loss 
and 40% an auditory loss. Interestingly, the series of 
Herbert and Jacobson also showed an abnormally 
high incidence of psychopathy in the fathers and of 
schizophrenia in the mothers and siblings. The so-called 
schizophrenias occurring in women in the second half 
of their life span thus seem to be quite a heterogenous 
group, including atypical depressions with paranoid 
elaboration and organic psychoses of subtle ischemic 
cerebrovascular etiology, but also associated with a 
latent genetic predisposition to psychopathy and/or 
schizophrenia. But whether such cases should be given 
the label of schizophrenia must be questioned and 
there is strong evidence that the typical schizophrenic 
syndrome predominantly the male, with 
developmental and age factors being critically impor- 
tant, the male susceptibility diminishing with age as is 
also true of psychopathy. Furthermore, schizophrenia 
is more deadly and more chronic in the male than in 
the female. Affleck et al. [66] in a 12 year follow-up of 
153 subjects in Edinburgh find a significantly higher 
death rate for men. Ciompi and Muller [67] observing 
1642 patients in the Canton of Vaud over 37 years 
following their first admission with a diagnosis of 
dementia praecox report that only 23% remained in 
hospital for more than 20 years—and were 
predominantly males. 


affects 


these 


THE AFFECTIVE DISORDERS 

The mean age of onset of the affective psychoses is 
the same in each sex, but the incidence in the female is 
twice that in the male. Thus, in the Swedish study cited 
earlier the M:F ratio was 0.51 [62]; in the Danish it 
was 0.66 [63]; and in Britain 0.48 [68]. Neurotic types 
of dysthymic disorders—anxiety, depression, phobic 
anxiety and hysteria—are also greatly and universally 
over-represented in women. The diagnosis of “phobic 
reaction” for example is made twice as often in women 
than in men in the U.S.A.[69], and the female pre- 
ponderance is particularly marked for agoraphobia 
and animal phobias. In a typical investigation of 
chronic neurosis in eight London general practices 
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Cooper found that 3 of depressive neurotics were 
female [70]. The stable, operationally defined syn- 
drome of hysteria [71] appears to occur exclusively in 
females. The increased vulnerability of females to 
neurotic disturbances is seen also in certain categories 
of childhood neuroses. School refusals in girls is more 
common and more severe than in boys, and is more 
likely to lead to adult neurosis [72, 73]. The association 
of affective disorder with the female gender appears in 
a curious way in an investigation of the sex ratio in 
relatives of patients with affective disturbances [74], 
which found that, although in this particular study the 
sex ratio of the affected patients is equal, there is a 
significant excess of female relatives in their families. 
An equally unusual finding reported by Winokur also 
emphasizes the complex role of the female gender in 
the transmission of affective psychoses. Studying men- 
tal illness in the relatives of 89 manic subjects he found 
that the pairs of ill mothers/ill daughters ; ill mothers 
ill sons; ill fathers/ill daughters were similar but that 
there was a complete absence of ill fathers/ill sons [75]. 
This would imply an X-linked dominant transmission 
interacting with a second autosomal gene, since not all 
the daughters of affected fathers develop mania. Spicer 
et al. studied all the first admissions for the various 
categories of affective illnesses in England and Wales 
for the years 1965 and 1966[76]. The universal pre- 
ponderance of affected females was once again ex- 
tremely prominent; the M:F ratio was 47/100 for 
psychotic depression, 46/100 for neurotic depression, 
83/100 for anxiety states, and 52/100 for all other 
neuroses. 
Evidence exists that affective re- 


which suggest 


sponses are determined by non-dominant hemispheric 
systems. Thus, euphoric alterations of mood are found 
with cerebral tumours of the non-dominant, but not of 
the dominant hemisphere; the two hemispheres react 
differently to intracarotic amytal, euphoria occurring 
only with injection on the non-dominant side in 


normals; electroconvulsive therapy to the non- 
dominant hemisphere is as effective as bilateral ECT 
in depression [77]; epilepsy derives mainly from the 
non-dominant hemisphere in neurotic and psychotic 
affective syndromes associated with temporal lobe 
epilepsy; affective disorders tend to occur dispropor- 
tionately in association with right hemispheric injuries, 
notably right frontal lesions, following penetrating 
head-wounds; and psychotic depression tends to pro- 
duce a systematic decrement in performance I.Q. as 
compared to verbal I.Q. This writer has reported [ 43, 
46, 77, 78] the very consistent and significant finding of 
predominantly non-dominant fronto-temporal dys- 
function in manic depressive psychoses, as evidenced 
by extensive neuropsychological testing and by the 
excess of right temporal energy in the faster frequencies 
[20-30 Hz] which power spectral analysis of the EEG 
reveals in these conditions. In this connection it has 
recently been proposed [79] that the segregation of 
mood systems or emotionality from bilateral to non- 
dominant limbic assemblies in homo sapiens made 
possible human language, “liberating” the homologous 
temporal neocortex in the dominant hemisphere for 
linguistic specialization. The greater susceptibility of 
women to affective disturbances thus would appear to 
hinge on the more precarious organization of the non- 
dominant hemispheric systems in that sex. 


HYSTERIA 


The question of hysteria is more complex. One must 
differentiate between hysterical personality, conversion 
hysteria and the stable hysteria syndrome, a chronic 
polysymptomatic disease, starting before the age of 35 
and only found in women [80, 81]. Conversion hysteria 
occurs in both sexes, and is frequently the first symptom 
of structural brain disease [82], but even in this group 
there is an excess of females, 88% according to Stephens 
and Kamp in a 47 year review [83]. The studies of 
Guze and his collaborators have shown how in- 
extricably intertwined hysterical and psychopathic 
symptoms are [33,84]. Women with conversion dis- 
orders are prone to later delinquent and sociopathic 
behaviour, while female delinquents are liable to sub- 
sequent conversion symptoms. There are also strong 
biological affinities between hysteria and psychopathy, 
which are gender related. There is an excess of psycho- 
pathy and alcoholism in the male relatives, and of 
hysteria in the female relatives of patients with hysteria 
[84], a theme which has been well reviewed by Templer 
and Lester [85]. Earlier, Whitlock investigated 56 cases 
of conversion or dissociative hysteria finding significant 
preceding or coexisting organic brain disorder in 62.5%, 
as opposed to 5.5% in a control group [86]. The sex 
ratio was M: F = 55/100. 

The biological affinities existing between hysteria 
and psychopathy on the one hand, and psychopathy 
and schizophrenia on the other, imply theoretically 
that conversion hysteria and hysteria are related to 
dysfunction of the dominant hemisphere. There are 
some hints in the literature supporting that idea. In a 
twin study of conversion disorders in monozygotic and 
dizygotic twins, Slater found that there was no con- 
cordance, but that the affected twin had lower birth 
weight, poorer health and a greater probability of 
being left-handed or ambidextrous [82]. This would 
imply prenatal or birth trauma, implicating the domi- 
nant hemisphere. Ljunberg, studying conversion hys- 
teria and hysteria, found a significant decrement of 
verbal I.Q. holding only in females [87]. Aggernaes, 
studying hysterical disturbances of consciousness in 
non-epileptics, idiopathic and symptomatic epileptics, 
found the EEG lateralization to the left in seven cases 
and non-specific or bilateral in eight ; but in none of his 
19 patients unilateral right lateralization 
found [88 ]. 

The evidence suggests, therefore, that psychopathy 
and hysteria in its broader configuration are equivalent 
syndromes of dominant hemispheric dysfunction, 
gender here determining the syndrome through neuro- 
humoral interactions, so that males show aggressivity, 
including sexual aggressivity, and the females show 
diminished pain tolerance, chronic emotional in- 
stability and disturbed sexuality. If the schizophrenic 
syndrome, psychopathy and hysteria are all determined 
by dysfunction of the dominant hemisphere, then it 
could be argued that in a sense there is a common 
impairment of “understanding” in all dominant hemi- 
spheric syndromes, i.e. of language in aphasia, of more 
discrete linguistic functions and of thought in schizo- 
phrenia, of social interactions in psychopathy and of 
endogenous visceral signals and somatic sensory 
motor integration in hysteria. 

Thus, the following representation of gender related, 


WaS a 


160 


differential hemispheric organization in males and 
females accounting for both the differing sex incidence 
and the lateralization of the psychopathological syn- 
dromes appears justified: the excessive male suscepti- 
bility to childhood epilepsy, infantile autism, develop- 
mental aphasia, developmental dyslexia, reading 


retardation, conduct disturbances in childhood, psy- 
chopathy and schizophrenia, all of which reflect 
dysfunction of the dominant hemisphere, is due to the 
genetically determined vulnerability of that hemisphere 
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in that gender. Affective syndromes, be they of 
“neurotic” or “psychotic” type, result from dysfunction 
of the non-dominant hemisphere and for this reason 
are over-represented in the female because of their 
genetically determined vulnerability in that hemi- 
sphere. Hysteria and psychopathy are equivalent syn- 
dromes hinging on dominant hemisphere dysfunction 
but modified by gender effects. Figures 1 and 2 
summarize these views. 
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Fig. 2. Relationship between gender, laterality of limbic dysfunction and psychopathological syndromes 
in a maturational perspective. 
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Abstract 


Sex differences in childhood illnesses may be divided into those which we know to be linked 


to the X-chromosome, those for which a sex cause is known (such as congenital dislocation of the hip 
in girls), those that represent the extremes of normal physiological and anatomical variations that them- 
selves are sexually differentiated (as height, for instance), and the great majority for which no definite cause 
is yet known. Both in the perinatal period and in later childhood, however, mortality is higher in boys than in 
girls, and the most probable reasons for this are an association of some immune mechanisms with the 
X-chromosome and the fact that it is the female development pattern which is the more stable 


One may divide the sex difference in the frequency of 


physical abnormalities and illness of childhood into 
those where we know the reason for the differences 
and those where we do not know it. In the first group 
are included conditions due to abnormalities of the sex 
chromosomes themselves, those due to mutant genes on 
the X-chromosome and those involving tissues or 
organs specific to one or other sex. 


SEX CHROMOSOMAL ANOMALIES 


The sex chromosome trisomies XXX, XXY and 
XYY do not cause much in the way of physical ill- 
ness, especially in childhood. The main disability of girls 
with the XXX genotype and boys with the XX¥ 
genotype is intellectual, the shift of distribution of in- 
telligence quotient some 10 points to the left. In adult 
life the frequent ovarian hypofunction of the XXX 
woman and the aspermic sterility of the XXY males 
are also significant. The XO genotype of Turner’s 
syndrome is consistently associated with physical 
abnormalities, but these individuals are genetically 
neither male nor female. 


SEX-LINKAGI 


X-linked “recessive” conditions are largely confined 
to males although, because of the phenomenon of X- 
chromosome inactivation, heterozygous “carrier” 
women are mosaics, with some fractions of their cells 
having the X-chromosome with the normal gene active, 
and the other fraction having the X-chromosome with 
the mutant gene active. For this reason, especially 
where the function of the tissue depends on individual 
cells, it is not uncommon to find that heterozygous 
women show some dysfunction though less so than 
the affected hemizygous males. About 100 X-linked 
conditions are known, though some of these, e.g. red 
green colour blindness, are only mildly disabling. Some 
of the more common X-linked conditions are listed in 
Table | with their approximate birth frequencies. The 
family pattern given by X-linked conditions is typified 
by the inheritance of haemophilia in Queen Victoria’s 
descendants. Only males are affected, and the trans- 
mission of the condition is through carrier women. 
The affected males are usually in the relationship of 


uncle and nephew, though also grandfather and grand- 
son connect through carrier mothers, as was the case 
with Prince Leopold and his affected daughter’s son. 
Direct male to male transmission of an illness rules 
out X-linked inheritance. 

Females may be affected with an X-linked recessive 
condition if a heterozygous female marries an affected 
male. They may then have a homozygous affected 
daughter. This however would be a very rare occur- 
rence; only two or three examples being knowr of 
haemophilia in girls in Britain. Theoretically a hetero- 
zygous carrier woman could be as severely affected as 
a male if it so happened that in almost all her cells 
the X-chromosome with the normal gene was inacti- 
vated ; but this is most unlikely to occur. But a girl with 
rurner’s syndrome, and the XO genotype, is as likely 
to be affected as an ordinary XY male. 

X-linked dominants, where the heterozygous female 
is regularly affected, are known, though there are few 
of them. The hypophosphataemic form of vitamin D 
resistant rickets is an example. With this form of 
inheritance one would expect a sex ratio of two 
females to one male, since the female has two X- 
chromosomes and the male only one. 

\n interesting sub-group of X-linked dominant con- 
ditions are those in which the affected males are so 
severely affected that they usually die in utero, and in 


consequence the condition is almost confined to 


Table 1. Birth frequencies in males in some X-linked 
| 


recessive conditions per 1000 live births 


MUSCULAR SYSTEM 
Muscle dystrophy 
Muscle dystrophy 


Duchenne 
Becker 
BLOOD CLOTTING 

Haemophilia A 

Haemophilia B 
SKIN 

X-linked ichthyosis 

A nhidrotic ectodermal dysplasia 
SKELETON 

Rickets (hypophosphataemic form) 
MENTAL RETARDATION 

Severe X-linked forms 
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females. Two examples are the oral-—facial—digital 
syndrome and incontinentia pigmenti. One male with 
the oral—facial-digital syndrome was found to have the 
XXY genotype, providing nice confirmation of the X- 
linked inheritance. 

Any condition determined by a mutant gene on the 
Y-chromosome would give a most characteristic family 
tree. All the male descendants of affected males would 
be affected. However no such condition giving this 
picture is known. This confirms the concept that the 
only active gene or genes on the Y-chromosome are 
those concerned with masculinisation. 


SEX-LIMITATION 


The commonest source, however, of an unequal dis- 
tribution of malformation or disease in the two sexes 
is complete or partial limitation”. This is a 
purely descriptive term and does not imply we have 
an explanation for it. However, some instances of sex 
limitations are readily intelligible. Obviously those 
which affect organs specific to one sex, e.g. hypo- 
spadias or bicornuate uterus, will be sex limited. The 
much higher birth frequency of indirect inguinal hernia 
in males may be plausibly explained as a consequence 
of the descent of the testis into the scrotum. The much 
higher frequency of urinary infection in girls is simply 
explained by the shorter urethra. An_ interesting 
example of a condition in which there is both sex 
limitation and X-linkage is testicular femininisation. 
Since the essential feature is an end-organ insensi- 
tivity to testosterone, females who carry the gene are 
not at risk, though heterozygous females may show 
some minor signs, such as poor development of axillary 
and pubic hair. There was some doubt whether the 
condition was sex limited dominant or X-linked, since 
the usual exclusion test for X-linkage, male to male 
transmission of the condition, could not be applied 


“Sex 


since the patients are sterile. However, the discovery of 


an identical condition in the mouse where linkage and 
other studies leave no doubt that the mutant gene is on 
the mouse X-chromosome makes it likely that this is the 
case in humans too. The X-chromosome is known to be 
conservative, carrying similar genes in the different 
species of mammal. It is likely that before long X- 
linkage in man too will be confirmed by a linkage with 
one of the known X-linked genes in man. 

But for most instances of a partial sex limitation 
giving a preponderance in one or other sex we have 
no simple explanation. 

For congenital malformations some of the most 
striking examples of partial sex limitation are given by 
relatively common congenital troubles. Considering 
first the congenital heart malformations, which have a 
total birth frequency of about 6 to 1000 births, the 
sex ratio of the commoner forms are shown in Table 2. 
Patent ductus arteriosus and atrial septal defect are 
near neutral, but Fallot’s tetralogy, transposition of the 
great vessels and especially aortic stenosis all show a 
male preponderance. In all of these the aorta is in- 
volved and in coarctation of the aorta also there is a 
male preponderance. 

The next main group, the neural tube malformations, 
which have a combined birth frequency in Britain of 
about 5 per 1000, show a marked female preponder- 
ance. For anencephaly it is about 1:3, for myelocoele 


Table 2. Sex ratio of congenital malformations 


M: 


HEART AND GREAT VESSELS 
Patent ductus arteriosus 
Atrial septal defect 
Pulmonary stenosis 
Ventricular septal defect 
Fallot’s tetralogy 
Transposition great vessels 
Aortic stenosis 
Coarctation of the aorta 

NEURAL TUBE 
Anencephaly 
Spina bifida cystica 
Occipital meningocoele 

FACE AND PALATE 
Cleft lip (+ cleft palate) 

Cleft palate, midline 

GASTRO-INTESTINAL TRACT 


lracheo-oesophageal fistula 


— Re PO LO 


Pyloric stenosis 
Aganglionic megacolon 
Rectal agenesis 


KIDNEYS 
Renal agenesis 
Hypoplastic kidneys 
Large cystic kidneys 
Small cystic kidneys 
Hydronephrosis 
SKELETON 
Congenital dislocation of the hip 
Talipes equinovarus 


Talipes equinovarus (postural) 


and meningocoele it is about 1: 1.5, for the less com- 
mon encephalocoele however about 1: 1. It is interest- 
ing that in populations where the frequency of 
anencephaly is much less, e.g. Negroes, the female 
preponderance is much less marked. 

For the facial clefts, with a total birth frequency of 
about 2 per 1000 births, there is a male preponder- 
ance of 1.5:1 for cleft lip with or without cleft palate 
and the male preponderance is highest, about 2:1, for 
the most severe forms of the malformation, bilateral 
cleft lip with bilateral cleft palate. In contrast, for the 
genetically and embryologically distinct isolated mid- 
line cleft palate malformation there is a female 
preponderance of 1: 1.5. 

Among the gastro-intestinal malformations, tracheo- 
oesophageal fistula has a neutral sex ratio. Pyloric 
stenosis, which has a birth frequency of about 3 per 
1000 births, has a marked male preponderance of 4:1; 
as does anglionic megacolon (Hirschsprung’s disease). 
It is intriguing with aganglionic megacolon that the 
greater the length of colon involved the closer the ratio 
comes to unity (the reverse of the relationship to 
severity seen with the cleft lip malformation). Rectal 
agenesis (imperforate anus) has a moderate male 
preponderance of 1.5: 1. 

The kidney malformations show a consistently high 
male preponderance. For the common skeletal mal- 
formations there is the quite remarkable female sex 
preponderance of 1:7 for congenital dislocation of the 
hip. This, when the diagnosis is made late, has a 
frequency of about 1 per 1000 births. With the more 
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recent neonatal diagnosis, the condition is more fre- 
quent at about 4 per 1000 births, the female pre- 
ponderance is then less marked but still about 1:4. For 
true persistent talipes equinovarus there is a male 
preponderance of about 1.5: 1, whereas for the readily 
correctable postural talipes equinovarus there is a 
female preponderance of about 1: 1.5. These sex differ- 
ences are shown in Table 2. 

The mechanism by which these differences arise is 
mostly unknown. In the case of congenital dislocation 
of the hip it is plausible to assume that the female 
foetus develops a temporary joint laxity late in preg- 
nancy, under the influence of oestrogen and progester- 
one, as does the mother, and that this predisposes to 
dislocation. Male foetuses would not be affected in this 
way, and it is interesting that the rare boys with 
congenital dislocation of the hip usually have a 
persistent life-long generalized joint laxity, which often 
behaves as an autosomal dominant in the family. The 
female excess of postural talipes may be due to the same 
temporary physiological joint laxity, while persistent 
talipes equinovarus with its male preponderance pre- 
sumably develops earlier in intra-uterine development 
and probably carries a larger genetic component in 
its aetiology. 

For the other malformations we do not know the 
mechanisms of the sex preponderance. The general 
concept however of the causation of these malforma- 
tions is that they are threshold phenomena, ie. that 
affected foetuses are near the extremes of a continu- 
ously distributed genetically determined normal varia- 
tion, and are beyond the threshold at which they are 
at risk of developing the malformation. Sex differences 
may then be readily conceptualized as due to a 
different distribution of the underlying liability on the 
two sexes. 

Such differences in distribution of normal variation 
between the two sexes are familiar, e.g. in stature. Men 
in Britain and Canada vary about a mean of 69 in. and 
women about a mean of about 64 in. 
point for some anomaly was, say, equivalent to a height 
of 6 ft or 72 in. this would put at risk some 10% of men, 
but only 0.1 °% of women. On this model one would 
expect the determinants of the malformation to be on 
average more powerful in the less frequently affected 
sex, e.g. females in pyloric stenosis, and that where 
this was in part shared by relatives of the patient (as 
it would be where the determinants were genetic) 
relatives of the less commonly affected sex would be 
more often affected. I was able to show this for pyloric 
stenosis. The sons and daughters and brothers and 
sisters of girls with pyloric stenosis are affected about 
three times as often as the same relatives of boys 
with the disorder. It is for the same reason that 
the relatives of women who are 72 in. tall tend to be 
taller than the relatives of men who are 72 in. tall. A 


woman of 72 in. is genetically equivalent to a man of 


78 in. 


FOR PERINATAL DEATHS 


Sex differences in disease frequency are not confined 
to congenital malformations. A well known and strik- 
ing feature of the overall mortality of childhood is that 
it is higher in boys. This is well illustrated in the peri- 
natal mortality survey carried out in Britain for all 


If the cut-off 


Table 3. Sex ratio in primary necropsy findings. 
Data from the 1958 Perinatal Mortality Survey [1] 


Primary necropsy finding Male Female 


Congenital malformations 0.6 1.0 
[soimmunisation 1.2 1.0 
Early neonatal death 

(no histological lesion) 2 1.0 
Antepartum death (no major lesion) 

and antepartum anoxia i 1.0 
Intrapartum anoxia "s 1.0 
Intrapartum anoxia with 

cerebral birth trauma 
Cerebral birth trauma 
Hyaline membrane 
Intraventricular haemorrhage 
Massive pulmonary haemorrhage 
Pulmonary infection 


NNR eRe 


Total population born (16,994) 
March perinatal deaths (617) 


perinatal deaths in March 1958 [1], where a concerted 
and almost completely successful effort was made to 
get expert paediatric autopsies on all perinatal deaths. 
The findings are illustrated in Table 3. For congenital 
malformations there was a female preponderance which 
was due entirely to the neural tube malformations, but 
for any other condition there was a marked male pre- 
ponderance. The overall male preponderance for peri- 
natal deaths was 1.3: 1 and if congenital malformations 
are excluded it was 1.6: 1 

These differences are continued into childhood as 
may be seen from the national figures based on death 
certificates shown in Table 4 for deaths of live-born 
children. 


FOR INFANT AND EARLY 
CHILDHOOD DEATHS 


The sex ratio of infant deaths from congenital mal- 
formations, since stillbirths including most of the 
But the 


infant mortality from other causes of death operating 


anencephalics are excluded, is close to unity 


mainly in the neonatal period, shows the same male 


preponderance as it did for perinatal mortality in the 


in children 


Table 4. Sex ratic f deaths 
(Englanc 


Congenital anomalies 
Birth injury and hypoxia 
Other causes of 
neonatal mortality 
Pneumonia 
Other disease of the 
respiratory system 
Enteritis 
Meningococcal infection 
Meningitis 
Intestinal obstruction and 
hernia 
Leukaemia 
Other malignant neoplasms 
All causes 
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special Perinatal Morbidity survey. Further, the other 
main causes of death in childhood, infection and cancer, 
both show consistent male preponderance. 

A distinct but striking phenomenon are the sex 
ratios for accidents. The male preponderances are even 
more marked, even in the 1—4 year age groups, namely 
1.8:1 for motor vehicle accidents, and 1.5:1 for all 
other accidents. 

One can do no more than speculate on the reasons 
for these many varieties of increased mortality in boys 
in the perinatal period and early childhood. One factor 
in perinatal mortality may be that girls are more mature, 
at any rate as measured by bone age, at birth, as they 
are throughout childhood. A second factor in relation 
to the greater male vulnerability to infection may be 
that genes important for several immune mechanisms 
may be on the X-chromosome. It is significant that 
more than half the few specific immune deficiency 
conditions recognised hitherto are X-linked. These 
include the common (Bruton) type of agamma- 


globulinaemia, one form of the Swiss type of agamma- 


globulinaemia with thymic lymphopenia, chronic 
granulomatous disease (in which the granulocytes have 
a deficient ability to digest bacteria), and the Wiskott 

Aldrich syndrome in which the deficiency is in antigen 
recognition. These severe conditions, lethal before we 


had antibiotics, are much too rare to make much 


contribution to the overall greater male vulnerability. It 
is very likely, however, that mutant genes of lesser 
effect and therefore more common in the population, 
occur at the same gene loci, giving a lesser degree of 
vulnerability. These would affect males much more 
often than females. If one believes that malignancy is an 
escape from immune control of cell-growth, a similar 
explanation might be put forward for the increased 
male propensity to develop malignant disease in 
childhood. 

A third factor may be hormonal. The early castrate 
among mammals, and the human equivalent, ovarian 
agenesis, is externally female, whether XX or XY 
genetically. It is the male therefore who is the deviant 
from the basic pattern at perhaps more cost to overall 
fitness. The increased accident rate in boys is pre- 
sumably due to differences in behaviour patterns, 
which in turn will depend on a combination of genetic 
and cultural influences. That these are in part Y- 
chromosome determined is indicated by the further 
increase in impulsiveness and disregard for the con- 
sequences of one’s actions seen in the XYY male. 


REFERENCE 


1. Butler N. R. and Bonham D. G. Perinatal Mortality 


Livingstone, Edinburgh, 1963. 


Soc. Sci. & Med., Vol. 12B, pp. 167 to 170 
© Pergamon Press Ltd., 1978. Printed in Great Britain 


0037-78 56/78/07 15-0167$02.00/0 


TYPE A BEHAVIOR PATTERN AND CORONARY 
HEART DISEASE IN MEN AND WOMEN 


INGRID WALDRON 


Department of Biology, University of Pennsylvania, Philadelphia, PA 19104, U.S.A 


Abstract 


In the United States, the risk of coronary heart disease is twice as great in men as in women 


Men’s excess vulnerability may be due in part to hormonal factors, but cultural factors appear 
to play a very important role. In the U.S. men smoke more than women and more often develop the 
hard-driving Type A Behavior Pattern, and these behavioral differences are major causes of men’s higher 
rates of coronary heart disease. These sex differences in behaviour are strongly influenced by culture and 
socialization. Sex differences in socialization might be expected for the Type A behavior pattern, since 
this behavior pattern appears to contribute significantly to success in traditional male roles, but not to 


success in traditional female roles. 


Coronary heart disease (C.H.D.) death rates are twice 
as high for men as for women in the United States 
today and this is responsible for approximately 40% of 
the total sex difference in mortality. The fact that men 
have a higher risk of C.H.D. in almost every country 
for which reliable data are available suggests that a 
genetic difference may be involved. Neither the quan- 
titative importance nor the nature of this genetic 
influence has been definitely established. It is known 
that female sex hormones reduce cholesterol levels in 
the blood and this may reduce the risk of C.H.D. under 
certain conditions, for instance when they are given to 
women after ovariectomy. However, the same hormones 
also increase the tendency of the blood to clot and they 
have other adverse effects, so that their administration 
has been linked to a heightened risk of C.H.D. under 
other conditions, for instance when they are used as 
oral contraceptives or are given to males who have 
had heart attacks. Male hormones have been much less 
studied in relation to heart disease and the little evidence 
available on the subject suggests that they do not affect 
the risk of C.H.D.; but this needs more investigation. 
The present writer, in a more extensive review of the 
subject recently [1], has concluded that the effects of 
different sex hormones on the cardiovascular system 
are complex and to some extent counterbalancing, but 
that they may be contributing to the woman’s lower 
risk of this disorder. 


Although men do have higher rates of C.H.D. in 
most countries, the sex difference is much smaller in 
many other countries than in the U.S. and in a few 
countries no sex difference is observed [ 1a]. Moreover, 
even within the U.S., that differential has not been 
stable over time, but has been widening during most 
of this century, the male rates having risen until the 
1960s while the female rates tended to fall [2]. This 
historic shift has been too rapid to be of genetic origin 
and, in combination with the variation which one finds 
among the sex differentials for the condition around 
the world, this suggests that socio-cultural factors must 
also be playing a part. One such socio-cultural factor 
is cigarette smoking, which commenced several decades 
earlier for men than for women [3] and which is still 
commoner among the former than among the latter. 
It is well established that smokers run a greater risk of 
C.H.D. than non-smokers and Table | shows that, 
when people do not smoke, the sex differentials both 
for C.H.D. and for all causes of death combined are 
lower than for the total population. Hence, it seems 
reasonable to assume that sex differences in tobacco 
consumption are contributing to the sex difference in 
C.H.D. and that variations in the tobacco consumption 
may have contributed to the changes in the C.H.D 
sex differential. However, Table 1 also shows that men 
are more vulnerable to C.H.D. than women even when 
they do not smoke. In fact, less than half of the sex 


lable 1. Comparison of sex mortality ratios for coronary heart disease and for all 


causes, as related to cigarette smoking (adapted from [1 ]) 


Coronary heart disease 
Ages 45-54 
55-64 
65-74 


All causes of death 
Ages 45-54 
55-64 
5-74 


Ratio of male to female death rates 
For those who never 
smoked regularly 


For the total 
sample 
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differential for this disorder can be attributed to 
cigarette smoking. Thus, we must seek still other 
causes for that differential. 


THE TYPE A BEHAVIOR PATTERN 


Extensive researches have shown a clear connection 
between C.H.D. and what Rosenman and his co- 
workers [4] have called the “Type A behavior pattern”. 
This is a hard-driving style of life characterized by 
ambition, devotion to work, competitiveness, aggres- 
siveness, impatience, a hurried pace, and a preoccupa- 
tion with deadlines. In a large prospective study, they 
found that Type A men had twice as high a risk of 
developing C.H.D. as men lacking these characteristics, 
a group simply called Type B, even after controlling 
for such standard risk factors as parental history of 
C.H.D., smoking, blood pressure, and serum lipids [4]. 
Moreover, the Type A men tend to smoke more and to 
have higher serum cholesterol levels than the Type B, 
which increases the risk still more. At least nine other 
research groups have now confirmed the association 
between the Type A behavior and a heightened C.H.D. 
risk in men [5], and in four studies a smiliar associa- 
tion has been found in women [ Sa]. 

The ambitious, competitive, and aggressive aspects 
ofthe Type A behavior pattern are features which have 
long been thought to occur more often in males than in 
females. This leads naturally to the hypothesis that one 
reason why men have more C.H.D. than women is 
that men are more Type A than women, at least in 
societies like the United States. Table 2 provides some 
evidence in support of that hypothesis. The data derive 
from two studies by Rosenman and Friedman [6, 7]. 
They used similar methods each time and, although 
one must be cautious about claiming full comparability, 
since neither sample was as systematically drawn as 
in these investigators’ later work, the results are 
striking. When the subjects exhibited Type B behavior, 
i.e. when they did not have the hard-driving ambi- 
tiousness and competitiveness of the Type A, then 
the men had as little evidence of C.H.D. as the women. 
When the subjects exhibited the Type A behavior but 
were over the age of 50, then, similarly, there was 
apparently no significant difference between the sexes 
in C.H.D. frequency. Only for the younger Type A 
group was the male rate substantially higher than the 
female rate. Furthermore, both in the younger and in 
the older age range, the Type A women show sub- 
stantially more evidence of C.H.D. than the Type B 
men. Because of the limited numbers, the absence of 
allowance for such factors as smoking, and the sampl- 
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O White males 
@ White females 


Type A score 


Fig. 1. Type A scores of male and female employees in a 
number of large companies; by age. (The negative mean 
scores mean that all age groups were more “Type B” than 
“Type A”, but the custom of calling this a Type A 
measure has been retained.) (Adapted from [8].) 


ing techniques employed, this type of comparison needs 
to be repeated with larger samples before one can draw 
definite conclusions from it. Nevertheless, the data do 
suggest that a connection exists between males having 
more Type A behavior and having a greater risk of 
C.H.D. than women, with the possibility that, if they 
did not so often develop the Type A behavior pattern, 
they would have no higher a risk than the women. 


SEX DIFFERENCES IN TYPE A 
DISTRIBUTION 


The above discussion made the assumption that 
men do exhibit more Type A behavior than women, 
but did not prove that or explore why it should be. 
Figure 1 summarizes data from a recent study by the 
writer and co-workers who have looked into this 
matter [8]. A questionnaire yielding a Type A score 
was distributed to men and women employed by a 
number of companies and the figure shows the mean 
scores for the White employees, by sex. All the means 
are in the negative range, indicating that the subjects 
were on average less Type A than the original standard- 
izing population. The sample we studied had a lower 
average socio-economic status, and people of lower 
socio-economic status are in general less Type A. For 
both sexes, the older half of the sample had lower 
mean scores than the younger, which fits with the 
general impression that ambition and rushing decrease 
with age. 

At each age, the men’s Type A score is higher than 
the women’s, and this would seem to verify the above 


Table 2. Relation of clinical coronary heart disease to age, sex, and behavior pattern. (Reprinted with the permission of 


Opinion Publications Inc., from the Journal of Human Stress {1]) 


% With clinical coronary heart disease 
(sample size) 
Type B 
behavior pattern 


Type A 
behavior pattern 


Premenopausal females 
Men less than 50 years old 


Postmenopausal females 
Men more than 50 years old 


10% (82) 
24% (61) 


37% (43) 
41% (22) 


Type A behavior pattern and coronary heart disease in men and women 


assumption, but there are two complications which 
must be mentioned before it is legitimate to draw that 
conclusion. The first is that the women employees 
tended to be lower in socio-economic status than the 
men employees and that, when this is allowed for, the 
mean score for males is significantly higher than that 
for females only for the under-25s. The second is that, 
while the male sample can be taken to be reasonably 
representative of their social strata, the same cannot be 
said of the female, since employed women are not 
necessarily representative of the totality of women in a 
given age group. For men, the mean scores show a 
short rise from the 18—19 age group (at which age, one 
would expect the more ambitious to be at college) and 
then remain at about the same level until one reaches 
the age of 40. In contrast, the Type A scores of the 
women rise steadily until the age of 35, something 
which is explainable on the basis that it is between the 
ages of 18 and 35 that an increasing proportion of 
women are marrying, having children, and staying at 
home to care for the children. The number of women 
remaining in the labor force thus diminishes with age 
and it is the Type B women, less hard-driving and 
competitive, and less inclined to rush, whom one 
would expect to give up their jobs and become 
homemakers. Conversely, it is the women tending 
more towards the Type A behavior pattern whom one 
would expect to stay in or to return to employment 
outside the home. These expectations are supported by 
the findings from another study by the writer in which 
employed women and housewives were compared [9] 
since the women who were employed full-time were 
found to be more Type A than the women who 
stayed more at home. Combining these two substudies, 
it can be concluded that women in general do have 
lower Type A scores than men even after allowance 
for socio-economic status and that women employed 
outside the home are more Type A than those working 
only inside it. 


NORTH AMERICAN CULTURE AND 


THE TYPE A PATTERN 


Why should this sex difference in Type A behavior 
occur? 

Sex hormones may play a role in making the male 
more aggressive than the female, but child-rearing and 
social conditions also play an important role[1] 
There is no clear evidence of a genetic factor leading 
men to be more ambitious, rushing, and time-obsessed 
than women. In many non-industrial the 
Type A behavior pattern seems rarely to develop in 
men or in women. Cultural factors thus seem to be 
the predominant determinants. 

In North American culture, there are differences in 
the ways we rear boys and girls which seem to con- 
tribute to the development of greater ambition and 
competitiveness in males[1]. Even the stories which 
children read in school convey the expectation that 
men should succeed in the occupational sphere whereas 
women should succeed in the family sphere; and these 
two spheres require different behavioral adaptations if 
success is to be achieved. In the occupational world, a 
person has often to compete for higher positions and 
aggressive ambition is frequently rewarded, so that it is 


societies, 
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not surprising that Type A individuals, regardless of 
sex, have higher occupational status than Type B [5a]. 
Also not surprising is the finding that companies with 
more Type A managers have higher growth rates [10]. 
In contrast, aggressive competitiveness is generally felt 
to be inappropriate in the family sphere within which 
women are expected to succeed, and warmth and love 
are considered much more appropriate qualities there. 
Thus, the Type A behavior pattern seems likely to 
contribute to success in the traditional male role and 
much less likely to contribute to the 
traditional female one. 

Additional support for this idea comes from our 
studies of the Type A behavior pattern in women. The 
Type A women have higher educational status and 
higher occupational status [8,9]. However the Type A 
women are not more likely to be married, and if 
married, they have husbands of equal or lower status 
than the husbands of Type B women [9]. Thus Type 
A behavior appears to contribute to success in the 
traditional male role, but not in the traditional female 
role in this society. Accordingly, parents and other 
socializing institutions may promote Type A charac- 
teristics in boys more than in girls, although there is 
more to learn about exactly how this happens. Prob- 
ably, the differential shaping process starts very early 
and it certainly seems to continue into adulthood 


success in 


For example, the young man who aggressively pursues 
a career is more likely to be rewarded with both career 
whereas the 
young woman behaving in the same way runs a greater 


risk of finding herself labelled “too pushy”, with career 


success and enhanced marriageability, 


success and prospects both being reduced 


marriage 


for this reason 


CONCLUSIONS 


The fact that men in the U.S. run twice the risk that 
from C.H.D. has shown 
their smoking more than 


women do of dying 
in part to 
women and in part to being more likely to develop the 


deen 


above to relate 


ype A behavior pattern. That they are more frequently 


[ype A than women appears to derive to a considerable 


extent from the fact that this behavior pattern can 
contribute to success in traditional male roles, but not 
to success in traditional female ones. 

All this has important implications. In the first place, 
it leads us to expect that C.H.D. mortality in women 
will rise as more women smoke and seek jobs and 
careers outside the home, although there is no clear 
evidence for such a trend at present [1a]. Conversely 
and more optimistically, one might expect male C.H.D 
rates to decline if men were to reduce their smoking 
and Type A behavior. It is beyond the scope of this 
paper to the evidence of success in recent 
programs smoking, but two 
approaches to reducing the adverse impact of Type A 
behavior can be mentioned. One of these is through 
psychotherapy for Type A patients, an 
approach which is claimed to have some success, but 
which is attacking the problem at a very late stage. 
The other, still largely hypothetical at the present 
time, is through reducing or averting Type A behavior 
in young people whose coronary vessels have not yet 
suffered irreversible damage and who may be better 
able to modify their style of living. Work with college 


review 


aimed at reducing 


cardiac 
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students suggests that the Type A behavior is often a 
response to real competitive pressures, for example 
competition for admission to professional schools. If 
these competitive pressures could be reduced by 


reducing the large differentials in pay, status, and the 
other rewards which our society offers, then perhaps 
the risk of C.H.D. would be lessened. Whether such a 
social change is desirable for other reasons goes far 
beyond the scope of this article. However, if a study 
of mortality rates leads us to the conclusion that a 
particular social condition is increasing the morbidity 
or mortality for one or other sex, then it is appropriate 
that we should begin thinking whether a change in 
that social condition could be beneficial. 
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Abstract 


Striking sex differences in incidence are to be found in most parts of the world today with 


respect to appendectomy and peptic ulcer, the first one being more prevalent in women, the latter in men 
The interpretation of these differences needs to be undertaken with great caution and better data should 
be sought. That the vermiform appendix is removed more often from young women than from young 
men has a variety of reasons, some of which may be more social than medical. The sex ratio in peptic 


ulcer varies greatly according to whether one is relying on autopsy reports, death certificates, clinical 
diagnosis, sick-absences from work or household surveys. However, there are certain fairly uniform 
findings and others where the variation appears to reflect a genuine difference in pathology. While in 
some countries peptic ulcer seems to be a disappearing disease the predominance of men in ulcer disease 
is waning. To understand the changing sex ratio in peptic ulcer we need a more modern epidemiological 
approach, including better methods of measuring such variables as the relative status of each sex in 


society. 


My report is an extract from 130 articles in scientific 
journals and books. The data on mortality and hospi- 
tal morbidity refer to official reports of 36 countries 
to the World Health Organization health statistics in- 
formation system. It is focusing on two conditions: 
diseases leading to appendectomy and peptic ulcer. 
Several important abdominal diseases are excluded, 
some being much more prevalent in women such as 
gall-bladder diseases, some others with no or only a 
small female preponderance such as colitis, Crohn's 
disease or other forms of enteritis. 

The aim of the paper is to discuss some data about 
sex differences in the two above mentioned con- 
ditions. A description will be given but not an explana- 
tion. In his critique of Durkheim’s Suicide, Douglas 
[1], points out the dangers of utilizing common-sense 


knowledge of societies for the scientific explanation of 


morphological data. This is what we are trying to 
avoid. Now it is time to collect the data but it is not 
time to assign social meanings to them with bold 
interpretations. Hopefully it may be shown that we 
need a better understanding of the phenomena which 
have been described so far only by a few authors but 
are as yet not understood. 


SEX DIFFERENCES IN THE PREVALENCE 
OF DISEASES WHICH ARE LEADING 
TO APPENDECTOMY 

Appendicitis is a common disease in Western 
populations. In non-Western societies appendicitis is 
said to be rare. Many reports point out the fact that 
before World War II appendicitis in Africans was 
virtually absent. At the largest hospital in Khartoum, 
for example, in 1928 only six appendectomies were 
performed, three of them on Europeans. However, 
after 1957 a sharp increase in appendectomies could 
be observed, particularly in the more developed tribes 
of the North [2]. The hospital statistics made available 
by WHO for the years 1957-1962 [3] show that 
appendicitis is occurring in all reporting African and 
Asian nations but that the percentage of all in-patient 
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cases is less than in Latin American, North American 
and European countries. In Western countries there 
are reports about decreasing incidence of appendicitis 
In the United States the peak was in the late Twenties 
and early Thirties, the rates now being less than one 
third of those 40 years ago. 

[he reports about sex differences are not unambigu- 
ous. However, a closer look shows some characteristic 
features. If we correlate the sex-ratio of appendicitis 
with the percentage of appendicitis among all in- 
patients in 24 countries reporting to the WHO World 
Health Statistics Report [3], we obtain a correlation 
coefficient of —0.4109 which is statistically significant 
at the 0.05 level. This means that there are more 
women among appendicitis patients if the number of 
appendicitis cases is relatively high. With only one ex- 
ception there are always more women among appendi- 
citis patients if the percentage of appendicitis is higher 
than 1% of all in-patients of the country or a city. This 
was true for all independent African states in 1962. 
In European countries peculiarities are observed in 
regard to age and clinical condition. In the age groups 
older than 25 years the sex ratio for appendicitis is 
between 10/8 and 1/1 whereas in the age group 15-20 
it is almost 2/1. The data of the appendectomy rate in 
the city of Hannover, Germany show a rather charac- 
teristic distribution [4] (Fig. 1). It is over the whole age 
range between 10 and 20 that girls are more frequently 
subjected to appendectomies, particularly between 15 
and 20. Most studies on appendectomy show that there 
are more men in cases with perforation but in cases 
with a so-called chronic appendicitis and in ‘‘cold 
operations” girls and young women are predominant. 

The problem is far from trivial, particularly in 
countries in which appendectomy rates still are about 
three times higher than in the United States, Canada, 
Great Britain or Sweden. Those countries with 
reliable data are the German Democratic Republic 
and the Federal Republic of Germany. In West 
Germany the rate in the dependent children of insured 
persons is so high that 15° of all in-patient cases and 
11.4% of all hospital days in this young age group 
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Fig. 1. Age-sex specific rates of appendectomy per 100,000 and year. Hannover, Germany, 1966-1967. 
Source: ref. [4] 


are due to the diagnosis “appendicitis. The fact that 
young people, particularly girls, quite frequently suffer 
from abdominal complaints leading to appendectomy 
is the reason why in this discussion I am using the term 
“diseases leading to appendectomy”. Unfortunately 
there are no investigations or data about the real 
reasons for patients confronting the doctor with the 
symptoms which lead him to perform an appendect- 
omy. A retrospective study in Athens, Greece showed 
that 30° of young women were asking for an appen- 
dectomy to prove their independence and their being 
grown up. In 12%, the patients or their parents did 
believe that an appendectomy in adult life could 
adversely influence fertility [5]. 

Many authors point out that there is a close cor- 


relation between menarche and age distribution of 


appendicitis in adolescent girls. The common inter- 
pretation is that some specific female complaints, e.g 
in the ovaries, are leading to misdiagnoses. This can- 
not be ruled out but does not explain the total 
difference. Another interpretation is that underlying 
disturbance is a sex role conflict and that the abdomen 
is only the place into which this conflict is projected. 
In a very careful study in Singapore and at McGill, 
Murphy [6] could demonstrate that in students ‘a 
history of appendectomy is associated with a greater 
than average difficulty in identifying with adult sex 
traits and roles”. His male students with appen- 
dectomy exhibited in the Rorschach Test “‘less aggres- 
sive and masculine self images than the average for 
males at this university”. Other preconditions for an 
appendectomy epidemic in adolescents seem to be a 
high popularity of appendectomy and a permissive 
health system. There are only few cross-national data 
which allow a prediction. Reports in the literature 
support the hypothesis that the appendectomy rate in 
young girls in developing countries will first increase 
in the better educated and aspiring middle class for 
whom an appendectomy can be utilized as a mean to 
other goals such as self-esteem or solution of a sex role 
conflict. 


SEX DIFFERENCES IN PEPTIC 
ULCER 


There are three approaches to the problem of sex 
differences in peptic ulcer. The first one is methodo- 
logical-epidemiological approach which has not only 
a methodological side but also a socio-cultural aspect. 
The second approach is a historical and the third a 
cross-national one. 

There are many figures to be obtained within the 
frame of an epidemiology of peptic ulcer. Each of them 
conceals its own traps in the way of general and 
specific biases and errors. The most important are two 
methodological problems. The first one is that there 
are only few clinical methods to assess the occurrence 
of a peptic ulcer, and all of them have a limited 
applicability: these are X-ray examinations, gastro- 
scopy and inspection during surgery. The other prob- 
lem is that only by these three methods it is possible to 
distinguish between duodenal and stomach ulcer. 
Diagnostic fashions are contributing more than factual 
observations to the wide cross-national variety in the 
ratio of duodenal to stomach ulcers. For example in 
Canada and in the United States the number of 
deaths attributed to stomach ulcer is about the same as 
duodenal. In Chile and Belgium duodenal ulcers are 
only about one fifth, in Japan only about one tenth of 
the total number of peptic ulcers. We know that each 
anatomical location for the ulcers has its own dis- 
tinctive associations respecting age, blood groups, 
complications and not least sex. However, since most 
of the statistics available about peptic ulcer do not 
clearly differentiate location, the following discussion 
will deal with peptic ulcer as an epidemiologic entity. 

We may distinguish among different epidemiologic 
states or levels of information: occurrence of the 
disease, perception of symptoms, presentation of 
symptoms to a physician, consequences of diagnosis 
(such as sick leave, bed rest, hospitalization, or other 
treatment) and complications (such as perforation, 
haematemesis and death). If the risk of each of these 
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conditions would be the same in women as in men we 
would have to expect the same sex ratio in all these 
conditions. However, this is far from true. I am going 
to summarize the most common sex ratios from the 
literature of northern European or North American 
origins. In household interviews women more often 
report dyspeptic stomach complaints of the ‘‘ulcer 
type” than men, and the female/male ratio is 10:8. 
But in all other epidemiological data men outweigh 
women. After taking secular, geographic and methodo- 
logical variations into account it still can be said that 
in post-mortem examinations the rate of peptic ulcers 
and ulcer scars in the stomach and the duodenum is 
twice as frequent in men as in women. We may regard 
this as the best estimate of a true lifelong prevalence. 
The sex ratio in mortality statistics is not far from this 
figure. In sickness absence however, the ratio is 
1:2.5 and in hospitalization for peptic ulcer it is 1: 3. 
The greatest sex difference can be found in clinically, 
or X-ray confirmed, cases in ambulatory care. Here 
the ratio is about 1:4. These observations lead to 
various questions. The first one is the basic question: 
Why does peptic ulcer occur more often in men than 
in women? For the time being no satisfactory ex- 
planation can be given. The second question is whether 
the natural history of peptic ulcer is a special one in 
women—different from the natural history in men. 
Thirdly, it has to be asked whether women perceive 
the same disease in some way other than men do, e.g. 
it has been suggested that women with a peptic ulcer 
perceive less pain. It should be mentioned that during 
the war the different pattern of peptic ulcer occur- 
rence and ulcer pain perception in men and women 
induced estrogen therapy of peptic ulcer in men, 
sometimes with tragicomical consequences. Further- 
more, there is the question of how far the factor “‘sex”’ 
is influencing the clinical decision-making by physi- 
cians. And finally, it is possible that the socio-medical 
consequences of this disease for women are in reality 
or in the public eye so different from the consequences 
for men that this is reflected in the rates of sickness 
absence, hospitalization and surgery. 
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deaths 


Number of 
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It is premature to speculate about the various 
possible explanations of the sex differences in occur- 
rence and complications of peptic ulcer. However, it 
should be noted that the epidemiology of peptic ulcer 
not only faces many methodological difficulties but 
that sex orientations on the side of the patient as well 
as of the physician may have a part in medical and 
social “‘rate producing processes” [7]. If this is true for 
some contemporary Western societies, how much 
more could these facts have influenced peptic ulcer 
figures in former times and in other cultures or 
countries. 


HISTORICAL APPROACH 


Many observations support the relevance of the 
historical approach. In European countries we can 
distinguish at least three phases in regard to the ulcer 
problem. Between 1850 and 1900, three of every six 
free perforations into the peritoneal cavity affected 
young women under 25, one affected an elderly 
woman, one an elderly man, and one a young man [8]. 
Many observations in various European countries 
showed the same pattern of an “epidemic” of peptic 
ulcer perforations in young women. The figures show 
that about 1910 there was a rather sharp decline of 
perforation in young women (Fig. 2). Whereas per- 
forations were almost unknown in men up to the turn 
of the century, there was an increase in Great Britain 
between 1910 and 1920. The next phase beginning 
about 1920 and ending in the sixties was characterized 
by an increase of peptic ulcer incidence, particularly in 
duodenal ulcer and mainly in men. Only about 1925 
was the X-ray diagnosis of peptic ulcer introduced into 
clinical medicine, and it cannot be assessed how much 
this event contributed to the increase of the incidence 
of peptic ulcer. However, the increase was mainly an 
increase of peptic ulcer in men, and the duodenal ulcer 
was contributing more to the increase than the 
stomach ulcer. It was in the Thirties when many 
clinicians recognized or at least assumed the psycho- 
somatic and sociological origin of peptic ulcer. How- 
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Fig. 2. Annual deaths from peptic ulcer in females (left) and males (right) in certain selected five-year age 
groups in England 1905-1935. From the statistics of the Registrar General. Source: ref. [8]. 
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ever, in that time almost all those reports were based 
on men with peptic ulcers. This is understandable, due 
to the low incidence of peptic ulcer in women. For 


example, in Glasgow from 1924 to 1943, 7156 cases of 


perforated peptic ulcer have been observed, but only 
360 in women, which means a ratio of | to 19. During 
the air raids over London there was a sharp increase 
in perforation in London as well as in Glasgow, but 


again only in men [9-11]. Observations in Germany 


during the war showed a decline of peptic ulcer in men 
especially in situations on high stress such as being at 


the front line or in prison camps. The prevalence of 


peptic ulcer in women remained unchanged. In Bel- 
gium an increase in peptic ulcer rates has been 
observed between 1959 and 1942, the increase being 
larger in women [12]. 

After the war many European countries experienced 
again a rise in peptic ulcer rates. However, while in 
literature the reasons for this increase of peptic ulcer 
incidence was discussed, some researchers observed a 
new phenomenon. In 1960 and 1965 Billington 
[13,14] reported a curious retrogression of gastric 
ulcer in Australia since 1945. The prevalence of gastric 


ulcers in women as observed by X-ray specialists 


and in hospitals increased particularly in younger 


age groups 

The editor of the Lancet commented in an editorial 
in 1965 “If it does nothing else, the Australian ulcer 
change emphasises our scanty knowledge of the causes 
of acommon condition — but is this enough?” [15]. 

In recent times peptic ulcer is said to be a more and 
more disappearing disease [16, 17]. In Great Britain a 
decline in mortality has been observed and also in 
sickness absence due to this disease. However, there 
are very few comparable data on peptic ulcer inci- 
dence. Maybe the authors indeed did observe a drop in 
peptic ulcer mortality and incidence in the Sixties. 
However, this cannot be confirmed by more recent 
data. To give some examples: sickness absence due to 
peptic ulcer in the Federal Republic of Germany shows 
a further increase in men of all ages, and in women also 
an increase can be observed. We are facing a world- 
wide and not a local problem, insofar as in spite of all 
the progresses of surgery there is a continuous increase 
in mortality from peptic ulcer in women in most 
countries from 1951 to 1964 and on until 1972 [18, 19]. 
The mortality rate of men remained almost unchanged 
or even declined somewhat. This led to a great change 
in the ratio women to men in peptic ulcer mortality. 
In Canada, for example it changed from 1 : 4.3 in 1951 
to 1:3 in 1964 and 1:2.7 in 1972. The respective 
figures for the United States are 1:4.3 in 1951, 
1:2.6 in 1964 and only 1:1.9 in 1972. In some 
European countries the change is even larger. In 
Finland the female/male ratio changed from 1: 4.5 in 
1951 to 1:1.3 in 1972 and in the same period in 
England and Wales from 1 :3.4 to 1: 1.4. I would like 
to underline the statement of the editor of the Lancet 
[15] in 1965 by saying that we still have only “‘scanty 
knowledge” of the historical dimension of peptic ulcer 
incidence. Since the descriptive data are still poor we 
cannot develop any satisfactory explanatory data. In 
other words | believe that we shall not seek to explain 
phenomena which we as yet cannot adequately 
describe. 

This holds particularly true for data from de- 


veloping countries. We have all heard of peptic ulcer 
being a “civilization’s disease”. There are numerous 
reports in which it was mentioned that in many non- 
Western countries peptic ulcer was virtually unknown. 
I believe this statement to reflect mainly the poor 
medical care in many tropical countries and the undue 
emphasis on infectious and nutrition diseases. How- 
ever, it is likely that in many African and Asian coun- 
tries peptic ulcer did become more prevalent in recent 
decades and that the increase of prevalence was rela- 
tively higher in women than in men. 


CROSS-CULTURAL APPROACH 


That brings us to the cross-national approach. The 
most complete data are those published by WHO on 
mortality from peptic ulcer [18, 19]. In most countries 
the sex ratio is about 1:2 or 1:3, but over 1:4 in 
Argentina, Mauritius and Italy. There is only a little 
support for our own impression that there are rela- 
tively more women with peptic ulcer in countries in 
which the rights of women and their emancipation has 
improved in the past years, since there are unfor- 
tunately only a very few indicators for “status of 
women” available. The sex ratio does not show a 
significant correlation with the percentage of women 
enrolled in tertiary educational institutions (r= 
0.2567). However, the correlation between the sex 
ratio of peptic ulcer mortality and percentage of 
gainfully employed women is —0.4479 which is 
statistically significant at the 5°% level. In other words 
the higher the employment level of women in a given 
country the higher the percentage of women in peptic 
ulcer mortality. However, there is one necessary 
reservation to be made. Mortality figures published by 
WHO are not age-standardized. Since the mortality 
of peptic ulcer increases with age and since in many 
highly industrialized countries the number of older 
women is much higher than the number of older men 
the sex ratio is somewhat distorted. In the Federal 
Republic of Germany, for instance, the sex ratio of 
nonstandardized death rates of peptic ulcer in 1971 is 
1:2.4 but the sex ratio of the age-standardized rates is 
| :3.3. Hence a warning has to be given against simpli- 
fying interpretations. It is possible that as the emanci- 
pation of women which the employment rates reflect 
is increasing, the prevalence of peptic ulcer and the 
mortality from this condition is increasing also. It is 
also possible that a simple fact such as cigarette 
smoking which is very much increasing in women ex- 
plains the changing pattern of mortality. However, it 
must not be overlooked that in most countries it is the 
old who contribute most to peptic ulcer mortality. In 
seeking for explanations one has to look not only into 
the recent experiences of people dying with a peptic 
ulcer but also into events at the time of early socializa- 
tion and into childhood experiences in a given 
culture. 

The World Health Organization has collected and 
published data on hospital cases of peptic ulcer in all 
parts of the world [3, 18]. These and similar data pub- 
lished by other authors do show some variations in the 
sex ratio of in-patients with peptic ulcer. However, 
these variations are not very large and do not exceed 
the size of the numerous methodological biases. There 
is only one rather consistent finding: in almost all 
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reports from India the sex ratio shows that peptic 
ulcer occurs mainly in men. In 1940 Dogra [20] re- 
ported a sex ratio of 1 :40 in Madras but also in recent 
times in different parts of the Indian sub-continent 
most published ratios are between 1:5 and 1:10. Due 
to the very low autopsy rate in India it cannot be 
assessed how far this ratio reflects the true differences 
in incidence rates. But it seems quite certain that the 
very high proportion of men with peptic ulcer reflects 
the generally very high hospitalization ratio for men. 
In Bombay, for instance, in 1956 the sex ratio of total 
admission to the King Edward VII Memorial Hospi- 
tal was 1: 2.5 and the sex ratio of peptic ulcers in the 
same year was 1:9. Allowing for the sex difference of 
total admissions brings the sex ratio of peptic ulcer 
patients down to only 1: 3.7 [21]. In Udaipur (Rajas- 
than) the sex ratio in peptic ulcer was | : 5.6 but it was 
only 1:2.3 if the sex ratio of hospital admissions was 
taken into account [22]. There is no clear relationship 
between peptic ulcer and religion but in the South of 
India peptic ulcer seems generally to be more prevalent 
than in the North, particularly in men. Today’s age 
distribution of peptic ulcers in India is similar to the 
age distribution of ulcer patients in Europe in the 
first two decades of this century; most patients are 
between 20 and 50 years. 

In black populations in Africa south of the Sahara 
the same pattern is prevailing as in India. In the high- 
incidence areas the sex ratio in 18 reported series is 
1:9; the peak age incidence in black Africa is between 
30 and 35 years [23]. 

In the United States peptic ulcer is very rare in 
American Indians. In the respective hospitals in the 
southwest very few cases have been observed during 
the last years. However, in the northwest coastal 
Indians, Shore and Stones [24] found a relatively high 
incidence of peptic ulcer especially in Indians of 
mixed descent. The incidence was four times higher in 
the Indian women than in American women, and the 
sex ratio was 2:3. The authors came to the following 
conclusion: “It seems likely that in this tribe both 
individual emotional stresses (particularly as ex- 
perienced by the women) and a pattern of rapid 
cultural change have influenced the rate of duodenal 
ulcer disease.” This is probably a premature conclu- 
sion since these features are not distinguishing this 
particular tribe from the tribes in the southwest. 

Unfortunately, there are very few reports about the 
socio-medical consequence of peptic ulcer in relation 
to culture. There is one remarkable paper by Boller 
and Doleisch [25] who found in a population survey 
that in Austria 5.3% of men and 2.2% of women had 
undergone stomach surgery. A comparison between 
members of a large Austrian sick fund with and with- 
out resection of the stomach showed that in women 


with resection the delinquency rate for all kinds of 


crimes was higher compared to controls, while the 
rate of theft was higher in men as well as in women 
with resection compared to controls. 


CONCLUSION 


This survey showed that in two important diseases 
namely in conditions leading to appendectomy and 
peptic ulcer, striking sex differences are existing, the 
first one being more prevalent in women, the latter in 


men. Possibly the mechanisms bringing more young 
women than men to surgeons is easier to understand 
than the numerous pathophysiological, psychoso- 
matic, and socio-medical pathways to peptic ulcer. It 
is rather surprising that we do not know more about 
the historical and geographical aspects of the de- 
velopment of peptic ulcer in women in spite of the 
huge amounts of hospital and mortality data being 
available. Furthermore an epidemiology is needed 
which understands better than traditional epidemi- 
ology the social and cultural mechanisms of “‘data 
production”. The peptic ulcer issue is a further 
example of the necessity of better cross-national 
comparability of data. Finally, we will not proceed to 
a more rigorous hypothesis-testing unless we have 
better indicators for “‘status of women in a society”. 
One may hope that women themselves will contribute 
to the development of those indicators. But I per- 
sonally do hope that women will not strive for com- 
plete equality with respect to disease risk and incidence. 
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Abstract 


exhibit is not what one would find in western women under similar conditions 


The position of women in India is one of considerable stress, but the psychopathology they 


Indian women manifest 


depression less frequently in spite of social pressures and this is more so in rural settings. This low preval- 


ence of depression in women may be related to their acceptance of the situation as unalterable 
do not aspire to change unfortunate circumstances. 


The position of women in India today is one of con- 
siderable stress, but the psychopathology they exhibit 
is not what one would find in western society. This 
difference can be instructive in understanding the 
cultural factors responsible for the dissimilarity. 

The birth of a girl in India is not always welcome, 
since she is seen as bringing responsibilities and costs 
with few compensatory rewards. During her childhood 
she is loved but she is made aware of the misfortune 
she has in not being a boy. In adolescence, she will 
marry not always for the love or other possibilities 
which it will bring her but in order to enable her 
parents to fulfill their duty of getting her married. In 
the early years of marriage, she may often be unhappy, 
living under the domination of a mother-in-law who 
may test her, tease her, put her to hard work or blame 
her for not bringing a larger dowry with her. Hence 
hostility and paranoid feelings towards mothers-in- 
law are not considered pathological in that society 
The dowry is never considered by her in-laws to 
match their son’s worth and this opinion adds a little 
more unhappiness to her life. Moreover, her own 
parents are quite likely to have borrowed or taken on 
unfillable commitments in order to create that dowry. 
Although the daughter is aware of the unhappiness 
that this is causing them, she is expected to put on a 
happy face towards her husband and family. She may 
shed tears in front of the temple gods and her own 
family, but not in her husband’s household where she 
resides. Any show of anger there can ruin her marriage 
and her parents’ ambitions. 

Such early troubles occur in some other cultures as 
well, but usually they are eventually compensated 
when the young couple learn to enjoy each other and 
establish their own private domicile. In India, this 
compensation is often absent. Most Indian cultural 
teaching treats sexual relations with suspicion or 
contempt. Abstinence is the most respected behavior: 


intercourse is considered to be for the purpose of 


procreation only and not for enjoyment; and each sex 
act is seen as a violation of Dharma or the law of life. 
Even Gandhi upheld the tradition, remarking that 
only the first child legitimizes the sex act, all other 
children being the product of Kama or lust [1]. 


*This paper makes an important point about data from 
other cultures that contradict some western findings that are 
often taken for granted. In this regard it challenges the 
conclusions of Flor-Henry, Gove and Lewis. — Ed. 


They 


Abstinence and chastity were seen as male virtues, 
not female ones, Manu the law giver having said that 
“if she be chaste, it is because she has not found a 
proper man, place or opportunity. The sex urge of 
woman is considered so great that she is liable to 
cohabit with any man available, and even to her own 
husband she can be considered a temptress, taking 
away his vital energy and interfering with his efforts 
to reach a higher existence” [2]. In the North Indian 
village where Carstairs worked, he found that “The 
need to procreate a son and need to satisfy one’s wife 
were felt as major impediments to leading a good 
life’ [3]. Naturally, not every marriage is dominated 
by such attitudes, but their widespread teaching means 
that few men enter into marriage with the idea of 
continuing mutual sexual satisfaction. Many of them 
start off from the assumption that woman is a neces- 
sary evil in the sexual field. This presupposition can 
deprive the girl of her only potential ally in her in- 
law’s home. 

Bearing a son often means an improvement in the 
wife’s status, but the risk that it can be a daughter is 
anxiety-provoking and at the same time not being able 
to bear children can be very traumatic. If a son is pro- 
duced, the young mother can feel her femininity 
justified, since without her, he would not have been 
born and she can also build her ambitions upon him. 
Such mothers can be heard to say “we are fortunate 
that we do not have to worry about the marriage of 
our boy’. However, if sexual intercourse continues 
to be viewed as a means of procreation only and not 
of pleasure, then further pregnancies may be felt only 
as a burden without compensating features, and this 
can lead to ambivalence both towards continuance of 
sexual relations and towards the offer of sterilization 
which the Indian government offers to all. These 
cultural factors are relevant in the psychopathological 
manifestations of women in India. 


DEPRESSION 


Under the circumstances outlined above, the 
clinician in a Western Society would expect to see 
much reactive depression in rural India but this does 
not seem to be the case according to the published 
reports. Not only are depressed female patients un- 
common at most psychiatric clinics and hospitals but 
they are rarely to be found in household mental health 
surveys. Carstairs [3] found only one case of depres- 
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sion during his one year of general practice in ““Deoli” 
a community of 2400 inhabitants. Sethi and Gupta [4] 
uncovered only 1.5 cases of depression per 1000 rural 
population. Elnagar er al [5] obtained a rate of 2.9 per 
1000 rural population in another region, but their 
definition was more liberal. In urban mental health 
surveys of a similar type the frequency of depression 
is higher —6.1 per thousand for depressive reactions in 
Lucknow [6] and for manic-depressive psychoses 
alone 1.5 per 1000 in Agra [7]—but these rates still do 
not reach western levels although they may in the 
future since urban cases are reported to be increasing. 

Regarding the sex ratio, the number of cases found 
in the purely rural surveys is too small to permit the 
calculation of reliable ratios, but if one takes rural and 
urban household surveys combined one finds a ratio 
of about 1.2 females to 1 male, and if only hospital 
and clinic cases are considered then the difference is 
narrower or reversed. Thus, Bagadia et al. found 
women to comprise 45 °% of cases at a general hospital 
as compared with 41 % in the local population [8], and 


at Ranchi mental hospital, where the total numbers of 


male and female inpatients are approximately equal, 
women comprise only 34°% of the depressive cases [9]. 
These ratios are in marked contrast to what has been 
reported from the West, where female depressives out- 
number male depressives by three to two in state 
hospitals and by two to one in other clinical settings 
[10]. The only type of depressive illness in which 


women seem definitely to outnumber men in Indian 
clinical samples is involutional melancholia [8]. 


OTHER MAJOR DISORDERS 


Given this relative absence of depression, is there 
any other type of psychopathology which replaces this 
syndrome in Indian women? Judging from admissions 
to psychiatric hospitals and clinics, there does not seem 
to be any. A survey of admissions to three mental 
hospitals revealed that women comprised only 26.4% 
of the patients[11]; reports of a general hospital 
psychiatric unit showed that only 40.9-41.8°% of its 
patients were females [12, 13], and in private practice 
the reported figure is 38.4% [13]. It can be argued that 
such percentages merely reflect the fact that males 
are given priority at hospitals and other health services 
in India, because they are the breadwinners, regard- 
less of their illness. However, such an explanation 
does not hold when we look at the household survey 
data, since there the prevalence of recognized mental 
disorder was only 2.4% for women as against 5.2% 


for males 


CONCLUSIONS 


Even though Indian women are subjected to a 
variety of culturally determined stresses, depressive 
illness seems to be infrequent in them. In spite of all 
these pressures, what makes her less susceptible to 
depression? The most likely explanation is that rural 
India has a very stable society with long-established 
norms and values. There, the acceptance of one’s 
situation as something which is God-given and un- 
alterable is common and important. Probably it is this 
fatalistic attitude which prevents any aspiration re- 
garding change and thus prevents much of the ensuing 
frustration and depression. 

Depression is more common in urban areas where 
the tradition is changing and where women are aspir- 
ing to many changes today. Thus it seems likely that 
a total acceptance of one’s situation as an existential 
and unalterable reality may be a cultural protection 
against depression in Indian society, but one which is 
now changing at least in urban areas. 
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Abstract 


The first part of this paper reviews three factors associated with drug taking behaviour. It 


shows that in surveys women consistently report more physical and emotional symptoms than men, that 
they more frequently seek help for these discomforts, and that physicians perceive women’s complaints 
as more often related to some form of mental disorder or to a series of vague and poorly defined symptoms 


as compared to men. 
The Ontario Insurance Agency Data are shown to be consistent with other findings in the literature. 


More women than men consume psychotropic drugs and they consume them in larger quantities. The 
author suggests in conclusion that the study of drug taking behaviour be based on a broader perspective 


than that of purely individual considerations 


SEXUAL DIFFERENCES IN SYMPTOMATOLOGY 


Numerous studies over time and place have demon- 
strated that women exceed men in their consumption 
of psychotropic drugs in a consistent ratio of 2:1 
[1-5], thus suggesting a certain immutability. This 
paper will present data bearing on the meaning of this 
2:1 ratio, including the results of a longitudinal study 
of psychotropic drug consumption. For the purposes 
of this paper, psychotropic drugs can be defined as 
the major and minor tranquillizers, the barbiturates 
and nonbarbiturate sedative-hypnotic drugs, anti- 
depressants and anorexiants. Together, the minor 
tranquillizers and sedative-hypnotics make up almost 
four-fifths of all psychotropics prescribed in Canada. 

Popular contemporary thought holds that changes 
in women’s role in society have resulted in increased 
stress leading to increases in the rates of psychiatric or 
psychosomatic illness [6], hence resulting in psycho- 
tropic drug use. A careful examination of this concept, 
however, leaves one with more questions than answers. 
For example, many of the epidemiological studies 
assessing the mental health of large populations have 
been based on questionnaires involving self-reports of 
symptoms [7-9]. These studies consistently find 
women reporting more symptoms than men. Implicit 
in this method of measurement is the assumption that 
psychiatric illness can be equated with neurosis and 
those functional psychoses which, by their definition, 
produce feelings of distress, discomfort, and anxiety 
Omitted from the definition are all of the personality 
disorders, alcoholism, and other disorders which 
would tend to produce fewer self-reports of distress. 
The Dohrenwend’s careful examination of sex differ- 
ences in psychiatric illness [10] showed a consistent 
pattern over time and place of women reporting more 
neurotic illness than men and, by contrast, the 
personality disorders appearing the male prerogative. 
Rates of psychotic disorders appear inconclusive 
although about three-fourths of the studies examined 
showed higher rates of manic depressive psychosis for 
women. 

This identification of neurosis as more dominantly 
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female and personality disorders (which are charac- 
terized by “acting-out” behaviour) as in the male 
domain becomes a starting point leading to a clearer 
understanding of psychotropic drug use, and seems 
consistent with out knowledge of patterns of use of 
these substances. 

Beyond this examination of psychiatric illness, it is 
worth scrutinizing the available data on men’s and 
women’s awareness of discomfort, reported 
symptoms. Women consistently report more symp- 
toms of both physical and emotional discomfort than 
men [4, 11, 12]. A large national study in the U.K. [4] 
found women reporting an average of 4.5 symptoms 
for the previous two weeks compared with the male 
figure of 3.2 symptoms. Another London based study 
[12] found women reporting more health problems 
than men, particularly problems of nervousness, 
tiredness and headaches. A third study matched men 
and women for numbers of somatic disorders and 
found the women reporting significantly more 
symptoms than the men [11]. Whether these differ- 
ences that appear in so many studies reflect a greater 
sensitivity to emotional and bodily reactions on the 
part of women, i.e. an ability to feel discomfort, or 
simply a willingness to express discomfort to an 
interviewer or on a self-report form, remains a moot 


1.€. 


point. 

Reviewing morbidity studies in the U.S. Nathanson 
[14] concludes that, “‘Employment has, perhaps, the 
most positive effects on women’s health of any variable 
investigated to date” (p. 60). She cites studies showing 
that working women present fewer symptoms than 
non-working women of the same age as well as re- 
porting fewer disability days and less anxiety. It 
seems relevant to mention two other recent studies 
dealing specifically with the effect of work status on 
women. The first{15] found, among a group of 
hospitalized depressed women, matched for age and 
marital status, that those employed outside the home 
recovered more quickly than did their housewife 
counterparts. This study is one of the first to examine 
the effect of work status among working class rather 
than middle or upper class women. Consistent with 
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this find is that of Cumming et al. [16] who investigated 
the relationship among suicide, age, marital status, 
and employment for all the women of British 
Columbia in 1961 and again in 1971. The overall 
suicide rate was higher among the single than the 
married but in both populations work afforded a pro- 
tection against suicide, particularly among the 
married women. The authors conclude that their 
findings do not support a role-conflict, role-overload, 
stress model but rather that “increasing affiliations 
lowers the risk of suicide” among women. 

One must now ask what action, if any, men and 
women take regarding these symptoms? The first and 
probably most common course is to ignore the 
symptom and view the discomfort as a normal part of 
one’s situation. Beyond this are a wide range of 
possible behaviours, from talking with family and 
friends, to varieties of self-medication, to the decision 
to visit a doctor or hospital [17]. 


ATTITUDES TOWARD SYMPTOMS 


Consistent with the finding that women are more 
likely to report primary symptoms of anxiety and 
generalized discomfort, is the fact that they more 
frequently seek help for these discomforts [18, 19]. 
Coates [20] reports that even on the point of perceiv- 
ing themselves “‘on the edge of a nervous breakdown’ 
men were half as likely as women to go for pro- 
fessional help. Wadsworth et al.[{12] found 
significantly more women than men _ consulting 
physicians about symptoms of mental, digestive and 
rheumatic disorders. The same study established that, 
of those complaining of headache and fatigue, a 
significantly higher proportion of housewives than 
employed persons sought help from a physician for 
these problems. (In addition to housewives, others 
more likely to utilize physicians’ services were the 
unemployed and the retired.) 


DRUG-TAKING BEHAVIOUR 


We come now to reported differences in drug-taking 
behaviour between men and women, as well as be- 
tween women in various statuses. Dunnell and 
Cartwright [4] found that with the same number of 
symptoms reported, men are less likely to take 
medicines than women. A national sample was asked 
about their drug consumption in the two weeks prior 
to interview. Seventy-five per cent of the women and 
60°, of the men reported taking a non-prescribed 
medication during that time, while half the women 
and exactly a third of the men had taken a prescribed 
medicine. Of special interest were the consumption 
figures for drugs acting on the central nervous 
system. It was reported that 10% of the adults (13% 
of all females and 6% of males) had taken a tran- 
quillizer, sleeping medication or sedative in the 
previous two weeks. 

Chaiton ef al.[{21] studied prescribed and non- 
prescribed drug consumption in two different Ontario 
samples. Fifty-eight per cent of respondents had taken 
a non-prescribed medicine in the previous 48 hours 
and 36° of one sample and 29 % of the other had used 
a prescribed medication in that time period. Females 


exceeded males in use of both prescribed and non- 
prescribed medicines. Tranquillizers and sedatives 
were the most commonly used prescribed drugs: 
8.8% in the community survey and 10.5% in the 
practice survey had used them in the previous 48 
hours. In the community survey the use of tranquil- 
lizers and sedatives was 2.2 times more frequent 
among females than among males and 1.6 times more 
frequent among females in the practice survey. The 
authors point out that most of the sex disparity was 
due to the greater use of these drugs by women in the 
30-49 age group although these investigators also 
found that more than half of all users of sedatives 
and tranquillizers were over 50 years of age. 

Wadsworth et al. [12], too, reported more females 
than males using any medication, though after the 
age of 50 there was little difference in total medicine 
taking behaviour. Hemminki[5], in Finland, found 
69° of psychotropic prescriptions going to women 
and 31° to men. In her study of general practitioners 
[22], she discovered ‘that the doctors had made more 
psychic and other diagnoses for women, but psycho- 
tropic and hidden psychotropic drugs counted per 
diagnosis were not prescribed to excess in comparison 
with those for men. The largest proportion of psychic 
diseases and obscure functional conditions, along with 
prescribed psychotropics, occurred within the age 
group of thirty-five to forty-nine years.”. Hemminki's 
finding regarding the ratio of diagnoses to drugs 
prescribed is of particular interest and importance in 
its pin-pointing of symptom presentation as a critical 
variable in psychotropic drug prescribing. 

A New Zealand study [23] investigated the re- 


lationship of marital status to psychotropic drug use 
among women at two points in time, 1958 and 1971. 
The women in the study were divided by those who 


had never married and those who were married, 
widowed, divorced, or separated, all combined. Un- 
fortunately, the data was not controlled by age so 
some part of the relationships shown may be age 
related. Most striking in this study, however, was the 
similarity in the consumption patterns of single 
women and all adult men. Married women in 1958 
received twice as many prescriptions for psychotropic 
drugs as either of the other groups. By 1971 the gap 
had widened: on an average day 3.7°% of the popula- 
tion were taking a tranquillizer, but 8.3% of married 
women were consuming one as compared to 3.4% of 
adult males or unmarried adult women. The figures 
for those using daily hypnotics, tranquillizers or both 
were equally startling: 11.6% of married women, 
4.5% of single women and 4.4% of adult males. 

Other recent U.S. studies have also identified non- 
working housewives aged 35 and over, as the largest 
single group of tranquillizer users [24, 25]. 


PATIENT-PHYSICIAN RELATIONSHIP 


Prior to any discussion of psychotropic drugs per 


se it must be recognized that the use of these drugs 


are the outcome of a particular relationship—the 
patient to his/her physician. It has been noted that the 
prevailing medical view of men and women conform 
well to the prevailing cultural attitudes regarding the 
proper role of the sexes[26]. In the last century 
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medical views about women were largely contained in 
gynecological texts. Almost regardless of the present- 
ing symptoms, women’s problems tended to be 
located in their reproductive organs; thus genteel 
women risked atrophy of the uterus if they sought a 
higher education [26]. Modern medicine has moved 
far beyond this reproductive explanation of female 
illness to its twentieth century equivalent: the weak 
central nervous system or the psychologically in- 
adequate woman. This position reached its most 
brilliant exposition in Freud’s writings and has 
gradually become a part of general medicine, altered 
more recently by a cultural rather than a biological 
explanation of causation. 

Returning now to the other actor in the therapeutic 
relationship, let us examine the experiences and per- 
ceptions of physicians in relation to male and female 
patients. The attitudes of physicians as a group, are 
determined in a wide variety of ways: by their early 
experiences, by their medical education (recalling that 
the proportion of female teachers in medical schools 
is considerably lower than that in practice), by their 
contact with peers, continuing education courses, 
pharmaceutical advertising and promotion and, not 
least, by the patients with whom they interact on a 
daily basis. The pejorative attitudes towards female 
patients in medical advertisements have been studied 
and documented a number of times [27-29]. 

It seems important to stress that physicians’ 
images of their patients must also be based on their 
personal experiences in their own practices. In this 
regard, although this will be changing in the near 
future, it is important to emphasize that males cur- 
rently constitute 92° of Canadian physicians. The 
traditional subordinate-superordinate position of a 
patient and doctor might well be viewed as enhancing 
the traditional male-female dominance in _inter- 
personal relations. 

A study of the attitudes towards, and perceptions 
of, male and female patients was conducted among 
Scottish general practitioners in 1972 [30]. These 
physicians were in general agreement that women 
come to a physician for treatment of both somatic 
and psychological disorders at an earlier stage in an 
illness than do men. When asked to identify the three 
most common symptoms presented by men and 
women in various age groups (disregarding the re- 
productive organs), these physicians made clear 
distinctions between their patients. Almost twice the 
proportion of females to males were perceived as 
commonly reporting some form of mental disorder 
although the differences were negligible among the 
young males and females. It was, however, the mis- 
cellaneous category of vague, poorly defined symp- 
toms that most differentiated these physicians’ views 
of their male and female patients. Some problems 
presented were viewed as more common among 
females, and some such as “‘sleeplessness’’, “‘general 
feelings of unhappiness”, “headache”’ and “‘fatigue”’, 
were dramatically more frequent. Even financial 
difficulties were seen as more commonly raised by 
female patients. 

Perhaps more than anything else this data demon- 
strates the expansion of the bounds of medical care. 
If financial difficulties, loneliness, and disobedience of 
children are commonly seen as problems presented to 


physicians then we must hardly be surprised by the 
increase in psychotropic drug consumption that has 
taken place in the past decade. These “problems of 
living’ have somehow become “‘medical problems” by 
definition, if only because they come up in the 
physician’s office. 


THE CASE OF THE PROVINCE 
OF ONTARIO 


By now we have attempted to specify some of the 
variables, both from the point of view of patient 
behaviour and physician attitude and experience, 
which can provide background to an understanding of 
higher psychotropic drug use by women. In what 
follows we will examine data from the Province of 
Ontario on the use of these drugs, as well as data on 
male and female utilization of physician services in the 
Province. The average person in Ontario receives 
about five prescriptions a year. Since approximately 
one-fourth of all prescriptions are written for a 
psychotropic substance, this translates crudely to just 
over one psychotropic prescription per capita per 
annum, with the average prescription containing just 
under a months’ supply of drug. 

To place the data on the use of psychotropic drugs 
in perspective, we will first compare males and females 
in their utilization of actual physician visits in the 
Province. This data, however, does not allow the 
computation of the average number of visits per 
individual, nor can the proportion of the Ontario 
population never attending a physician’s office in 
1973-1974 be specified, although it is estimated at 
close to 30%. It is known that about 7% of the popu- 
lation in Ontario used hospital out-patient depart- 
ments for their primary medical care in that year, but 
this does not preclude the possibility that some or all 
of these people also visited a non-hospital based 
physician during this time. 

The crude data on physician visits, indicates that 
among the men the highest proportion of visits were 
made by the very young and those over 65. From age 
19 on there was a slow but steady decline in reported 
visits until the category 65 plus. Among the females 


the highest proportion of visits were made in the early 
reproductive years and then again after 65. Of all 


physician visits in Ontario in 1973-1974, 46% were 
made by men and under 54% by women, with the 
greatest proportions of women attending in the oldest 
age group, and in the 20-24 year age group where 
almost 58° of physician visits were made by women 
in contrast to 42% of visits by males 

Table | examines the number of patient visits per 
hundred persons by sex for each age group. Since it is 
unknown whether very few people made many visits 
or many people made few visits during the year, this 
must serve as a fairly crude estimate for Ontario. The 
relationships demonstrated by these figures, namely 
that male children see physicians more often than 
female children, that this relationship is reversed from 
age 15 to 64 with the peak difference during the 
reproductive years, and that a levelling off takes place 
by age 65 such that no sex difference in rate of doctor 
visits exist, are consistent with findings reported from 
other. countries. Overall, for every 100 visits made by 
males, there are 114 by females. 
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Table 1. No. of patient visits per hundred persons in 
Ontario by age and sex, April 1973—March 1974 
Female 


Age Male 


Total 


125 


86 
115 


Total 


Sources 

(1) Province of Ontario, Vital Statistics for 1973, 
Table B (Estimated population of Ontario, by sex and age 
groups, 1973), p. 13. 

(2) Age and Sex Distribution of Patients’ Visits April 
1973 to March 1974, Ontario, OHIP. 


Data based on the computerized records of all 
prescriptions dispensed by a prescription insurance 
agency located in southern Ontario are summarized 
in the tables that follow. These cover all prescriptions 
dispensed during 1970-1971 and 1973-1974 to those 
individuals who were members of the plan during both 
years. It must be noted that this is not a random 
sample of the Ontario population and, therefore, 
caution must be exercised in generalizing from this 
data. However, 30,000 individuals are involved in the 
following internal comparisons. 

These tables show the proportion of men and 


Table 2. 


Males 
197] 


No. of 


prescriptions 1970 


82.0 


10+ 


100.0 
(15,775) 


Total 
(total N) 


1973 


100.0 
(15,775) 
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women during those two one-year periods receiving 
anywhere from zero to ten or more prescriptions for 
the class of drug under study. They also give the total 
percentage of those receiving one or more prescrip- 
tions for the particular drug class during the one 
year and, additionally, the per cent of men and 
women who received a prescription for the class of 
drug in 1970-1971 and also received one or more for 
the same drug class in 1973-1974. 

Before discussing these tables individually a mention 
must be made of the mixed drugs or compounds 
containing psychotherapeutic agents. In 1970-1971 
these drugs comprised over 6% of all prescriptions 
dispensed by this insuring agency in contrast to the 
18° of all prescriptions made up of “pure” psycho- 
tropic substances. Because the indications for the use 
of these mixed drugs have expanded in recent years to 
include all varieties of somatic disorders and their 
emotional sequelae, the mixed or “hidden” psycho- 
tropics have probably increased in use since 
1970-1971. For example, in 1973 there were as many 
prescriptions for Stelabid, a mixed psychotropic, as 
for Stelazine, the pure tranquillizer [31]. Stelabid, how- 
ever, is termed an antispasmodic drug and is never 
identified as a psychotropic, consequently deflating 
the actual proportion consumed. It is impossible to 
know how the inclusion of the “hidden” psychotropics 
would affect these tables and particularly how they 
would distribute between the sexes, but we can 
assume the proportion of users would have increased 
by a third in 1970-1971 and probably by at least that 
amount in 1973-1974. 

Table 2 is the summary table for all psychotropic 
drugs: the major and minor tranquillizers, sedative- 
hypnotics, anti-depressants and anorexiants. One 
finds a consistently higher proportion of users among 
the women that among the men at each time period 
(18% of the men had received one or more pre- 


Ontario Insurance Agency Data. Prescriptions for psychotropic 
drugs, 1970-1971 and 1973 


1974 


Females 


1974 1970-1971 1973-1974 


85.5 76.1 


100.0 
(14,578) 


100.0 
(14,578) 


% receiving 
one or more 
prescriptions 


% receiving a 
prescription in 
70/71 who also 
received one or 
more in 73/74 
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scriptions for a psychotropic drug in 1970-197] 
compared to almost 31% of the women in that year, 
while in 1973—1974 the proportions were 14.5 and 24°% 
respectively). Additionally, more women than men in 
each year received a large number of prescriptions. 
Five per cent of the women in 1970-1971 and 3.3% 
in 1973-1974 received ten or more prescriptions 
during the year (these can be assumed to be steady 
users), in contrast to fewer than 2°% of the men in each 
year. This table demonstrates that the greater the 
number of prescriptions received in the course of a 
year, the greater the sex differential. In other words, 
the least difference between the sexes exists among 
those receiving only one prescription in the year, but 
this difference increases steadily with number of pre- 
scriptions and is largest among those receiving ten or 
more prescriptions. The last, and perhaps most im- 
portant information provided by this table is the 
proportion of the population receiving a prescription 
for a psychotropic drug in the first year who also re- 
ceived one or more prescriptions three years later. 
Seven per cent of the males and 15% of the females 
fell into this category, suggesting that, particularly for 
women, once having had a prescription for a psycho- 
tropic, one is more likely than not to receive additional 
prescriptions. This is consistent with Dunnell and 
Cartwright’s [4] finding on continuous drug use by 
women in their U.K. national sample. 

Table 3, dealing with the minor tranquillizers 
(largely diazepam and chlordiazepoxide), demon- 
strates very similar patterns to the summary table, 
with close to the same 2:1 ratio prevailing. Both 
years find 9° of the men and more than 15% of the 
women receiving a tranquillizer prescription while, 
again, more women than men receive multiple pre- 
scriptions. Just under 3° of the men and almost 7° 
of the women received prescriptions for minor 
tranquillizers in both years. 


Table 3. Ontario Insurance Agency Data. Prescriptions f¢ 
lizers, 1970-197 


No of 
prescriptions 1970 
91.4 


43 


10-4 


100.0 


(15,775) 


Total 
(total N) 


, receiving one 
or more 


prescriptions 


« receiving a 
prescription in 
70/71 who also 
received one or 
more in 73/74 


Males 
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Table 4 shows the same information for the seda- 
tive-hypnotic drugs, i.e. the barbiturates and the 
non-barbiturate sedative-hypnotics. Unlike the minor 
tranquillizers, where the proportion of the population 
receiving them remained stable over the three years, 
this table reflects the decline in sales of barbiturates 
that has taken place. The slightly smaller difference 
in use between men and women here may well reflect 
the fact that sedative-hypnotics are most commonly 
used by the elderly who are most alike in physician 
utilization rates as well as drug taking behaviour. 

Table 5 examines data for anti-depressant drugs. 
The excess of women over men presenting symptoms 
of depression are reflected in the high proportion of 
females to males receiving these drugs. Like the seda- 
tives, there seems to have been a slight decline in the 
prescribing of these drugs over the three years, al- 
though it must be noted that over 2% of the men and 
almost 5% of the women received one or more anti- 


depressant prescriptions in 1973-1974 


DISCUSSION 


lo summarize the major findings of the previous 
tables, we found that almost twice the proportion of 
women as compared to men received prescriptions at 
both time periods for psychotropic drugs; addition- 
ally, a higher proportion of women than men received 
multiple prescriptions for each drug class. It is highly 
unlikely that these findings can be accounted for by 
number of physician visits alone, assuming this popu- 
lation visit physicians in a pattern similar to that of all 
Ontario residents. There are two findings worth 
special mention: the first is the meaning of the longi- 
tudinal data shown, i.e. that once having received a 
prescription for a psychotropic drug women, particu- 
larly, have a better than even chance three years later 
of receiving another such prescription. The second 
lor minor tranqull 


1 and 1973-1974 


100.0 
(14,578) 


100.0 100.0 


(15,775) (14,578) 
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Table 4. Ontario Insurance Agency Data. Prescriptions for sedative- 
hypnotics, 1970-1971 and 1973-1974 


No. of 
prescriptions 


1970-1971 
0 93.8 

32 
0.8 


0.6 


100.0 


(15,775) 


Total 
(total N) 


receiving one 
or more 
prescriptions 


, receiving a 
prescription in 
70/71 who also 
received one o 
more in 73/74 2.0 


point of importance is the decline shown in the pro- 
portions of men and women receiving a prescription 
for any psychotropic drug in 1973-1974 in contrast 
to 1970-1971, as seen in Table 2. It is impossible to 
assess the extent to which mixed or hidden psycho- 
tropics, usually defined as antispasmodics or anti- 


cholinergics, have increased in popularity over the 
time studied. Examining the tables for individual 
drug classes, however, it would seem the most 
reasonable explanation lies in the decline in the pre- 
scribing of sedative-hypnotics, a slight decline in the 


Table 5 
1970 


No. of 


prescriptions 


Male 
1970-1971 


0 97.3 


Total 
(total N) 


vo Teceiving 
one or more 
prescriptions 


“% receiving a 
prescription in 
70/71 who also 
received one or 
more in 73/74 


Males 
1973 


(15,775) (14,578) 


1973 


Females 


1974 1970-1971 1973-1974 


95.1 90.0 92.9 


100.0 100.0 100.0 


(14,578) 


anti-depressants and, because of the Canadian law 
change in 1972, the major decline in the prescribing of 
amphetamines and other anorexiants. Table 3, 
presenting data for the minor tranquillizers, shows a 
remarkable stability in the proportion receiving these 
drugs over time. Thus, it is other psychotropics, but 
not the minor tranquillizers, which account for the 
change shown. 

Apart from simple intellectual curiosity regarding 
sex differences in drug-taking behaviour, one might 
ask whether concern with the consumption of psycho- 


Ontario Insurance Agency Data. Prescriptions for anti-depressants, 
1971 and 1973 


1974 


Female 


1974 1970-1971 1973-1974 


95.1 


100.0 
(14,578) 


100.0 
(14,578) 
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tropics is legitimate? It is clear that opposition to 
reliance on psychotropics for individual solutions to 
problems of living is a value-laden position, which was 
expressed succinctly by Lennard and Bernstein [32] 
when they said, “... there is hardly any doubt that 
professionals, through their expansion of psychiatric 
conceptualization to include anxiety, unhappiness, 
conflict and tension as symptoms of mental disease, 
have themselves contributed greatly to the very 
psychic distress they seek to pacify through drugs. 
Both mental health professionals and the pharma- 
ceutical industry have, by promoting drug-taking, 
promoted a model that has contributed significantly 
to the medicalization and technocratization of human 
existence” (p. 152). This statement is consistent in its 
concern with the use of these drugs, with a segment of 
medical opinion who see physical problems as conse- 
quences of use. A recent article in the British Medical 
Journal [33] points out that “Most of the psycho- 
tropic drugs in common use have some well known 
side effects. Barbiturates cause dependence and de- 
pression; ... tricyclic antidepressants may produce 
unacceptable atropine-like side effects and cardiac 
arrhythmia . . .; the benzodiazepines appear relatively 
non-toxic but also may produce ‘hangover’ and de- 
pendence. The latest worry is the possibility of inter- 
action between drugs being used simultaneously. . 
Most psychotropic drugs interfere with the rate at 
which other drugs are metabolized, and this may lead 
either to prolonging or reducing the effect of other 
drugs in use at the same time. . . . Very few doctors 
either in hospital or general practice carry the know- 
ledge of pharmacology necessary to predict safe and 
unsafe combinations” (p. 178). 

Apart from the problems of dependence, drug 
interactions and the inadequate training of physicians 
in pharmacology, these drugs have become the most 
popular method for those attempting suicide. Weiss- 
man [34] in her review of the studies of the epidemi- 
ology of suicide attempts between 1960 and 1971, 
notes the consistency of the preponderance of female 
to male attempters. The most frequently cited findings 
regardless of the country or time period studied is two 
females to one male. A typical attempter might be 
described as a young (under 25) divorced or single 
female. The method most frequently employed was 
self-medication, accounting for 70-90% of all 


attempts. Psychotropics led the list as the class of 


drugs most frequently used. During this time period 
there was a shift in drugs of preference from the 
barbiturates to the minor tranquillizers and the anti- 


depressants. Reasons posited for the predominance of 


psychotropics in suicide attempts include an increasing 
availability and the more obvious dilemma _ that 
“patients who most often require these medications 
also offer the greatest risk for misusing them” (p. 743). 


CONCLUSION 


This paper has attempted an examination of some 
of the factors affecting the rate at which men and 
women receive prescriptions for psychotropic drugs. 
Perhaps, more than anything else, it has demon- 
strated the need to view the problem of use of these 
drugs in a broader perspective than that of the 
individual and his/her psychic difficulties. 


We have touched on a number of issues regarding 
health behaviour and perceptions of health. Women 
clearly do report more feelings of discomfort, more 
symptoms, than do men. They also engage in more 
active intervention in helping alleviate these symptoms, 
whether that intervention takes the form of attending 
a physician or self-medication. Beyond the sex 
differences demonstrated we have seen that certain 
life situations seem to produce more morbidity and 
help seeking behaviour. (Whether these statuses pro- 
tect against the development of symptoms or only the 
translation of these symptoms into an illness model is 
not fully clear. What is clear is that health and illness 
can be seen as a continuum and that few people 
anywhere would ever fit the “health’’ end when one 
considers the World Health Organization definition of 
health: ‘Health is a state of complete physical, mental 
and social well-being and not merely the absence of 
disease or infirmity.”’) 

The extant data on marital and employment status 
brings into question the commonly held view that 
“stresses” arising from conflicting social roles (e.g. 
wife, mother, worker) and pressures from multiple 
roles are creating the problems of women leading to 
higher morbidity and consequent psychotropic drug 
use. The empirical evidence to date suggests that con- 
temporary women filling numerous roles have some- 
what lower morbidity, fewer days sick, take fewer 
tranquillizers and sleeping medications than women 
filling the “traditional” female role of housewife. 

We have also shown some of the influences at work 
on the contemporary physician and the ways these 
can affect his perceptions of men and women patients. 
Too little attention has been paid in this paper to the 
influences of the pharmaceutical industry on the 
prescribing patterns of the medical profession to their 
male and female patients 

Critical to our understanding of sex differences in 
drug use today, however, is an understanding of the 
expansion of the medical model to encompass in- 
creasing aspects of our lives. This, along with the 
development of psychotropics, has had a profound 
effect on the medical profession, not least of which 
has been the sanctioning, within a medical model, of a 
variety of culture bound views of women as well as 
the provision of the tools with which to “treat” the 
“problems” seen 
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SEX DIFFERENCES IN MENTAL ILLNESS AMONG 
ADULT MEN AND WOMEN: AN EVALUATION OF 
FOUR QUESTIONS RAISED REGARDING THE 
EVIDENCE ON THE HIGHER RATES OF WOMEN* 


WALTER R. GOVE 


Vanderbilt University 


Abstract—In a paper which limited the definition of mental illness to non-organic disorders where there 
was acute distress and/or disorganization, Jeanette Tudor and I found that since World War II in 
western industrial societies the data from a variety of sources consistently indicated that women have 
higher rates of mental illness than men. This sex difference was attributed to differences in the sex and 
marital roles of men and women. The publication of this article produced a debate on a number of topics 
First, an apparent contradiction in the literature was noted: while women manifest more psychiatric 
symptoms they appear to be as happy and satisfied as men. Second, questions have been raised about the 
reliability and validity of the data presented. Third, there have been investigations with somewhat con- 
flicting results with regard to the role explanation suggested. And fourth, an alternative, primarily 
biological, explanation of the data has been proposed by Dohrenwend and Dohrenwend. The present 
paper reviews the evidence bearing on these four questions. It is concluded that, in toto, the evidence 
suggests that in our society women do have higher rates of mental illness than men and that this difference 


is due primarily to their sex and marital roles. However, it is clear that we know relatively little about the 


precise nature of the interaction of sex roles, marital roles, socialization and personality which produces 


the higher rates in women 


For three years during the middle sixties I was on the 
research staff of a state mental hospital. My major job 
was the evaluation of an innovative treatment pro- 
gram of a typical population of state hospital mental 
patients [1]. While at the hospital, I had extensive in- 
formal contact with the patients. As part of my 
evaluation of the treatment program I conducted a 
very extensive interview with well over 400 (ex)- 
patients a year after they had entered the hospital. A 
number of strong impressions emerged from this 
experience, and they have shaped much of my subse- 
quent work in the area of mental illness. One of these 
impressions was that the sex roles and marital roles of 
women, particularly married women, were related to 
mental illness, at least as I feel mental illness should 
be defined—namely a phenomenon involving severe 
distress and/or disorganization that is not due to an 
organic cause [2—6]. 

Later, after I had received my Ph.D. and become a 
professional sociologist, I became aware that my im- 
pression—that due to the nature of sex and marital 
roles in modern western industrial nations, women 
had higher rates of mental illness than men—was not 
the accepted view among social scientists [7-11]. As a 
consequence, Jeanette Tudor and I [4] undertook a 
thorough review of the literature on sex roles and the 
evidence on sex differences in mental illness in modern 
western industrial societies. 

Our review of the sex role literature suggested that 
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there were ample grounds for assuming that women 
find their position in our society to be more frustrating 
and less rewarding than men do, and that this was 
probably related to relatively recent changes in the 
social structure. Among other things, the literature 
indicated that most women are restricted to a single 
major societal role, that of housewife, whereas most 
men occupy two such roles, those of household head 
and worker. Thus a man typically has two sources of 
gratification, his family and his work, while a woman 
usually only has one, her family. Even when a married 
woman works, she is typically in a less satisfactory 
position than the male. Women are dis- 
criminated against in the job market, and they 
frequently hold positions that are not commensurate 
with their educational backgrounds. Perhaps more 
important, working wives appear to be under a greater 
strain than their husbands. In addition to their jobs, 
they almost invariably perform most of the house- 
hold chores, which means that they work considerably 
more hours per day than their husbands. The literature 
also suggested that a large number of women find 
their major instrumental activities—raising children 
and keeping house—frustrating, for they are of low 
status and can be performed with little skill. Further- 
more, it was widely noted that the role expectations 
confronting women are unclear and diffuse, and that 
the feminine role is characterized by adjusting to and 


married 


preparing for contingencies [4]. 

In our analysis, on a variety of theoretical and em- 
pirical grounds [2—5], we limited our definition of 
mental illness to nonorganic disorders where there 
was either acute distress and/or disorganization (i.e. 
the psychoses, neuroses, transient situational disorders 
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and psychophysiologic disorders). We found, with 
this definition of mental illness, that the national data 
for the United States on treatment in mental hospitals, 
inpatient psychiatric care in general hospitals, and 
outpatient psychiatric care uniformly showed women 
to have higher rates of mental illness. Similarly, com- 
prehensive reviews of the studies conducted in western 
industrial nations after World War II of the practices 
of private psychiatrists, the psychiatric care provided 
by general physicians, and all community surveys also 
showed, without a single exception, that women had 
higher rates of mental illness. We attributed this higher 
rate of women to their present sex and marital roles 
and thus saw it as a transitory phenomenon that 
would change as the roles did. At about the same 
time the Gove and Tudor article was published, 
Bernard [12, 13] and Chesler [14], from an explicitly 
feminist viewpoint, were coming to a relatively com- 
parable position. 

The publication of the Gove and Tudor article [4] 
produced a debate on a number of topics. First, an 
apparent contradiction in the literature was noted: 
while women manifest more psychiatric symptoms, 
they appear to be as happy and satisfied as men. 
Second, questions have been raised about the re- 
liability and validity of data presented in Gove and 
Tudor [4]. Third, there have been investigations with 
somewhat conflicting results with regard to the role 
explanation suggested in Gove and Tudor. And 
fourth, an alternative, primarily biological, explana- 
tion of the data has been proposed by Dohrenwend 
and Dohrenwend [15, 16] 


AFFECT AND PSYCHIATRIC 
SYMPTOMS 


POSITIVE 


One of the most consistent findings in the survey 
literature is that there is very little difference between 
men and women in the degree to which they report 
they are happy or satisfied with life. For example, the 
studies of Gurin et al. [17], Bradburn and Caplovitz 
[18], Glenn [19], Bradburn [20] and Kata [21], all of 
which involve large surveys, report no discernible dif- 
ference between men’s and women’s reports of their 
happiness. Similarly, the studies of Palmore and 
Luikart [22], Cantril [23], Clement and Saver [24], 
and Campbell et al. [25], all of which also involve 
large surveys, found almost no difference in the 
degree to which men and women report they are 
satisfied with their life. To many investigators, the 
finding that women report that they are as happy and 
satisfied with their life as much as men do, while at 
the same time women are more likely to report more 
psychiatric symptoms, including severe symptoms, 
seemed implausible. Bernard [12, 13], who is very con- 
cerned about the difficulties confronting women, dis- 
cussed the paradox of the “happy housewife”, and 
dismissed their reported happiness as a form of false 
consciousness, suggesting that “many women are 
‘happily married’ because they have poor mental 
health” [12] (italics in original). In contrast, Campbell 
et al.(25], who focus almost exclusively on life satis- 
faction, dismiss the data summarized in Gove and 
Tudor for the reason that it dealt with only very ex- 
treme cases, and they state that our study “appears to 
tell us nothing at all about the perceived quality of 


life of women and men in the general population” [25]. 
What Campbell e a/. apparently fail to realize is that 
most of the community studies cited in Gove and 
Tudor [4] do not deal with mental illness but with 
varying levels of poor mental health; e.g. in the com- 
munity studies the percentage of the women reported 
to be “mentally ill” was typically above 30%, and in 
the case of Leighton er al. [26] the percentage rose to 
66°.—obviously these studies are not focusing on 
extreme cases of psychiatric impairment. Recently 
Rance P. L. Lee [27] who found that men and women 
reported comparable levels of life satisfaction, but 
that women reported many more psychiatric symp- 
toms, reverses Bernard’s position and suggests the 
high report of symptoms by women is a consequence 
of response bias. 

The apparent inconsistency discussed above, which 
Bernard, Rance P. L. Lee and Campbell et al. have 
tried to dismiss as not reflecting a real disparity in 
affect, in fact focuses on an issue which has received a 
fair amount of attention. Gurin et al. [17] made special 
mention of the fact that while they consistently found 
that women had poorer mental health than men on a 
wide variety of indicators, at the same time they re- 
ported they were as happy as men. Bradburn and 
Caplovitz [18] made a start at looking at the differ- 
ences in positive and negative affect, and Bradburn 
[20], in his study of psychological well-being, de- 
veloped an affect balance scale (ABS) composed of a 
five-item positive affect scale and a five-item negative 
affect scale. He found that the positive and negative 
affect scales were uncorrelated with each other and 
that the combined ABS was a better predictor of 
overall happiness and life satisfaction. The finding of 
a general lack of relationship between Bradburn’s 
positive and negative affect scales has been con- 
sistently supported [28-37]. The review of the two 
affect scales by Cherlin and Reeder [37] suggests that 
although the combined ABS scale tends to be a better 
predictor of happiness and satisfaction, the positive 
and negative affect scales taken individually are often 
better predictors of other mental states than the com- 
bined ABS scale. An examination of the literature 
indicates, for example, that the negative affect scale is 
strongly related to a number of more serious symptoms 
of psychological impairment, while these symptoms 
are essentially unrelated to the positive affect scale. 
Given the fact that Campbell ef al. [25] dismiss the 
data on psychiatric symptoms in Gove and Tudor [4], 
it is interesting to note that the two items reflecting 
psychiatric symptomatology reported in their study of 
life satisfaction show women to be more symptomatic 
than men (feel frightened—women 47%, men 38%; 
worry about nervous breakdowns—women 15%, 
men 10°). 

I am at present involved in the analysis of a U.S. 
national probability sample of 2248 respondents aged 
18 years and over residing in the 48 contiguous states 
[38]. The study is designed to investigate the relation- 
ship between sex roles, marital roles and mental 
health and as a consequence, the widowed and 
divorced (particularly males) were oversampled. We 
used a number of the indicators of mental health, 
most of which are relatively standard, while two other 
were developed to overcome limitations and gaps in 
other measures—one of these was a measure of 
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psychiatric symptoms and another a measure of 


manifest irritation. 

In recent years the most popular measures of psychi- 
atric symptoms in surveys have been the 22-item 
Langner [39] scale, the Gurin ef al. [17] scale and the 
Health Opinion Survey (HOS) [40]. However, as the 
reviews and studies by Seiler [41], Tousignant er ai. 
[42], and Schwartz ef al.[43] have demonstrated, 
these scales suffer from serious problems. First, all the 
scales have a large number of items dealing with 
physical health. Second, even the psychological items 
measure only one aspect of psychological impair- 
ment, namely (certain aspects of) neuroticism. Third, 
all the scales deal only with mild forms of impairment; 
thus, for example, outpatients tend to score higher 
than inpatients [44]. Therefore, we developed a 
measure of psychiatric symptoms [45] that (1) was 
exclusively psychological in nature, (2) dealt with a 
variety of forms of impairment, (3) covered a range in 
severity and (4) differentiated known groups in an 
appropriate manner. 

In the past, it had been suggested (e.g. Hagnell 
[46]) that men, because they do not feel free to express 
their emotions, might be more likely to develop a 
psychophysiological disorder, whereas women under 
comparable situations might manifest psychiatric 
symptoms. However, as is shown in Gove and Tudor 
[4] and indicated by the studies using the HOS, 
Langner and Gurin scales, women are more likely 
than men to have psychophysiological disorders. An 
alternative hypothesis is that men, being cast in the 
dominant, action-oriented sex role, might overtly 
express their hostility, while females, being cast in the 
subordinate submissive (nurturant) sex role, might 
bottle up their hostility and as a consequence ex- 
perience psychiatric symptoms. To test this possi- 
bility, we developed a scale of manifest irritation (the 
items are presented in [47]). 

In an effort to identify something approximating a 
psychiatric case, the respondents were asked “have 
you ever felt that you were going to have or were close 
to having a nervous breakdown?” They were then 
asked how long ago this had occurred; the measure, 
nervous breakdown, involves persons who had had 
such an experience in the past year. 

Another measure of mental health is alienation, and 
we used an alienation scale composed of standard 
items (the items are presented in [47]). 

The literature, based largely on college students, 
suggests women should have lower self-esteem than 
men, and so we used a self-esteem measure based on 
Rosenberg’s items [47]. 

Finally, we asked respondents questions dealing 
with their general happiness and life satisfaction. 
These data are presented in Table 1. Due to the fact 
that we oversampled the widowed and divorced 
these data have been weighted so that they are rep- 
resentative of the United States as a whole. 

In general, these data are consistent with the 
literature. Women manifest more psychiatric symp- 
toms, are more likely to have had (or almost had) a 
nervous breakdown, and have a lower self-esteem than 
men. The data also show that women are more likely 
to manifest irritation, which indicates that their 
psychiatric problems are not due to a greater tendency 
to bottle up their feelings of hostility or anger. In 
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contrast, women experience as much positive affect as 
men, are no more alienated, and are at least as happy 
and satisfied with their lives. Although most of our 
psychiatric symptoms are much more severe than the 
items in Bradburn’s scale, we find the pattern is 
similar to that of his scale, there being no correlation 
between the psychiatric symptom scale and the 
positive affect scale (r = 0.0028). Furthermore, we 
would note that because our categories for having ex- 
perienced the items were often, sometimes and never, 
the lack of a relationship is not an artifact of the 
response categories, as Cherlin and Reeder [37] had 
postulated might be the case. 

In summary, the finding that women express as 
much positive affect as men while consistently appear- 
ing to be in poorer mental health is consistent with an 
extensive literature which indicates that positive 
affect and negative affect are unrelated and thus 
provides no reason for assuming that women are not 
in poorer mental health than men. On intuitive 
grounds many investigators, including myself, would 
expect positive and negative affect scales to have a 
negative correlation; the lack of such a relationship 
obviously calls for further research. 


RELIABILITY AND VALIDITY OF THE 
DATA ON MENTAL ILLNESS 


In Dohrenwend and Dohrenwend’s[15] reply to 
Gove and Tudor [4] they make a number of critical 
comments. One of the most crucial has to do with our 


exclusion of the personality disorders, which we 


justified at some length in Gove and Tudor [4] and at 


greater length in Gove and Tudor [5]. The issue of the 
personality disorders will be discussed later. As is 
clear from Dohrenwend and Dohrenwend [15, 16] and 
Gove and Tudor [5], there is considerable disagree- 
ment about what community studies should be used, 
but neither we nor they present the studies we con- 
sider appropriate. The key difference between us and 
the Dohrenwends is that they insist the psychiatric 
(symptom) measure have a clear relationship to a 
clinical psychiatric disorder [15]. However, as we note 
[5], they do not adhere to their own criterion, for they 
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Table | 
Male Female Significance 


0.001 
0.001 


Psychiatric symptoms (X) 
Manifest irritation (Y) 
Nervous breakdown 0.001 
Self-esteem (X) 0.001 
Alienation (X) oe ns 
Positive affect (X) 5.7: 5.88 ns 
Happiness 

Very 

Pretty 

Not too 

Not at all 
Life satisfaction 

Very 

Pretty 

Not too 

Not at all 
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use a number of studies which use the Langner scale, 
and in Bruce Dohrenwend’s own words the Langner 
scale’s “relation to clinical psychiatric disorders is very 
inexact and its uncritical use for group comparisons 
highly misleading” [15]. One of the major conse- 
quences of the Dohrenwends’ tendency to limit 
studies to where there is a “clear” relationship to a 
clinical disorder (as contrasted to poor mental health) 
is that they eliminate all the national surveys that have 
been done and many other large representative sur- 
veys and tend to focus on small studies done in an 
atypical geographic location. We would also note 
that they correctly criticize us for combining the 
neuroses and psychoses [4] for the few studies that 
provide a diagnostic breakdown. Table 2 presents an 
updating of Gove and Tudor [4] and contains all the 
studies that I know of done in western industrial 
nations since World War II that use a representative 
sample or natural population (e.g. a town) and 
provides a breakdown by sex and psychiatric symp- 
toms or disorder. 

Almost all of the studies presented in Table 2 focus 
on the prevalence of “mental illness”’ (they are actually 
typically measures of poor mental health) at the time 
of the study. Most of the studies that do not present a 


diagnostic breakdown relate well to the conception of 


mental illness used here, since they focus primarily on 
the symptoms associated with neurosis, which is the 
most common form of mental illness. Regarding the 
different diagnostic categories, I would emphasize 
that the neuroses and to a large extent the psycho- 
physiological disorders are highly reactive to situa- 
tional stress, whereas the psychoses, which tend to have 
a strong genetic component, are characteristically 
related (produced) by a very severely disruptive en- 
vironment [3, 5, 48]. As a consequence, we would ex- 
pect the stress associated with the sex and marital 
roles of women to be much more strongly related to 
the neuroses and the psychophysiological disorders 
than to the psychotic disorders. 

Of the 34 studies, all but one found women to have 
higher rates of mental illness than men; the exception 
dealt with a very small atypical population, and the 
difference between the sexes was very slight (had one 
more woman been “‘mentally ill”, women would have 
had higher rates). In the few studies that provide 
diagnoses it is seen that, as anticipated, women tend 
to have markedly higher rates for the neurotic and 
psychophysiological disorders. There is no sharp 
pattern with the psychotic disorders. One reason the 
psychotic disorders do not reflect a clearer pattern is 
that the rates are relatively unstable due to the fact 
that they are based on very few cases. However, the 
majority of the studies show women to have higher 


rates; furthermore, if they are averaged, the rates of 


treatment for women are twice those for men (women 
1.0°% vs men 0.5%). 

As was noted in Gove and Tudor [4], it has been 
argued that in community studies the respondents’ 
reports of psychiatric symptoms which find women to 
have higher rates than men do not reflect real differ- 
ences in the mental health of men and women but 
only the greater willingness of women to admit to 
such symptoms. This argument is based on the 
assumption that in our society the admission of such 
symptoms is culturally more acceptable for women 
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than for men[7, 10]. In Gove and Tudor [4] we 
attempted to dismiss this argument on the grounds 
that it could not explain various patterns in the data 
(e.g. see the section on sex and marital roles below), 
but we did not have any direct test of the social 
desirability-expressiveness argument of Phillips and 
Segal [7]. Since then there have been three studies 
that conducted just such a test as well as controlling 
for other forms of response bias: yeasaying/naysaying 
and need for approval. Clancy and Gove [63] looked 
at the effect of response bias on the Langner scale in 
data obtained from 404 respondents in telephone 
interviews. Gove ef al.[47] looked at the Langner 
scale [39], the Zung depression scale[70], and the 
Dupry general well-being scale [71] in a small sample 
(n = 99) of respondents in Nashville. And finally, in 
the national survey discussed above, Gove and 
Geerken [45] looked at the effect of response bias on 
the psychiatric symptoms, positive affect and self- 
esteem scales presented in Table 1. All of these 
studies found that response bias, including perceived 
trait desirability, had no effect on the reports of men 
and women. It is important to note that this is true of 
positive indicators of mental health as well as negative 
indicators. In summary, there is no evidence that the 
sex differences reported in Tables | and 2 are affected 
by response bias and considerable evidence that they 
are not. 

Most of the data presented in Gove and Tudor [4] 
deal with sex differences in psychiatric treatment 
using national data from mental hospitals, general 
hospitals and outpatient clinics and comprehensive 
services of psychiatric treatment by psychiatrists and 
general physicians. Throughout their work the 
Dohrenwends [8, 9, 72, 73] have summarily dismissed 
data on psychiatric treatment. In their attack on the 
Gove and Tudor article [4], this dismissal involves the 
simple assertion that treatment statistics “are limited 
and can often be misleading” [15]. Sociologists, par- 
ticularly those in the labelling tradition (although the 
Dohrenwends are clearly not labelling theorists), have 
long questioned the reliability and validity of official 
statistics on deviance. Nevertheless, official statistics 
are commonly used by social scientists, often with 
very informative results. | am generally inclined to 
see the problems attributed to official statistics as over- 
stated and agree with Robins’ evaluation of the 
evidence. In her words: 


‘My own research experience has led me to have 
much more confidence in empirical data than have 
labelling theorists. Distortions undoubtedly do occur, 
perhaps as a result of labelling and certainly as a 
result of biases in likelihood of detection and record- 
ing as well as of measurement error. I have neverthe- 
less been greatly impressed with the sturdiness of 
findings in the field of deviance, no matter what the 
bias of the investigator, how careless the methodology, 
what were the indices used, or how varied the social 
setting in which the research was done. Studies of 
predictors of deviant behavior have produced con- 
sistent results for forty years . . . , in various countries 
(Sweden, the United States, Norway, Germany, 
Australia and England, for example), and by authors 
with very different etiological theories and methods. 
Results compiled by social workers, criminologists, 


Sex differences in mental illness among adult men and women 


Table 2. Community surveys 


Source Male Female 


PART 1: WOMEN HIGHER THAN MEN 


(a) Percentages based solely on responses to structured 
interview 
[49] 25 Over 40 
[7] 21.2 333 
[50] 34 600 
[18] 54 2006 
[51] : : 707 
[52] 422 
(17}5;4*,*** 2460 
[53] 
Washington Heights 2 1865 
New York City 4. a2... 706 
[54] 
New Adam 
Old Bute 
[55]t 
[20] 
[56] 
[57] 
[58] 
[59] 
[60] 
[61] 
Rural 
Urban 
[62]* 
[63] || 


750 
278 


24.6 
(b) Mean scores based solely on structured 
interview 

7.33 9.54 1709 
4.58 94 
2248 


2035 


responses 10 


[64]* 
[47]+ 74 
[45] 5.94 6.61 
(65]t 91 8.21 


(c) Percentages based on clinical evaluation 
[66] 
Diagnosis: Psychosis 0.6 
Neurosis 3.6 
Psychophysiologic 1.9 


Total 
[67]§§ 
Diagnosis: Psychosis 
Neurosis 


Total 
[68] 

Diagnosis: Psychosis 
Neurosis 
Psychophysiologic 
Total 

[46}§§, 1111 

Diagnosis: Psychosis 

Neurosis 


Total 


(d) Percentages based on several scorest}¥} 
[26] 
Diagnosis: §Psychosis 1.0 2.0 
Neurosis 44.0 64.0 


Psychophysiologic 66.0 71.0 1010 


PART il: MEN HAVE HIGHER RATES THAN WOMEN 
Percentages based on informants and some clinical interviews 
[69] 2.5 2.4 683 


* Measure of depression. 

+ Mean on Langner scale, two other scales showed the 
same pattern. 

t National sample 

§ Gave multiple diagnoses, so percentages not summed. 

|| Rate indicates persons with three or more symptoms. 

** Rates of persons high on symptoms of anxiety. 

+} 2.5 times male rate. 

tt There are almost 20% more women in the two highest 
depression categories [64]. 

§§ Study involved the complete survey of an entire 
community and excludes psychosis due to organic disorder. 

|111Rates for neurosis calculated by author from data on 
pp. 99-102 (child neurosis was not considered when 
calculating the rates). 

*** Gurin et al. [17] present their data along four 
symptom factors: psychological anxiety, physical health, 
immobilization, and anxiety factor; women also scored 
higher than men on the other three factors. 

Tt? Rates combine psychosis and neurosis and are based 
on interviews, observations of interviewer, hospital and 
other institutional records, impressions of physicians in 
contact with respondent, and impressions of community 
informants 
Note: A version of this table is presented in Gove [3] and 
is reproduced with the permission of the editors. 


psychologists, educators, sociologists, psychiatrists 
both Freudian and anti-Freudian—have agreed, 
whether their empirical data base was vital statistics, 
police records, school records, interviews, or anony- 
mous questionnaires.” 


What I find particularly puzzling about the 
Dohrenwends’ dismissal of the data on treatment is 
that they explicitly take the position presented by 
Robins [74] when looking at the community studies of 
mental illness, whose methodological problems, as 
they make clear, are serious [8, 9, 15, 16, 72, 73]. In 
contrast, they are apparently totally unwilling to con- 
sider the much more comprehensive data on treat- 
ment which comes from a wide variety of sources and 
uniformly shows the same pattern presented by the 
community studies. 

In Dohrenwend and Dohrenwend [16] they finally 
present their justification for ignoring the data on sex 
differences in psychiatric treatment. First they present 
12 citations (not all of which bear on their point, e.g. 
[75]) which indicate that “treatment rates vary with 
extraneous factors such as the availability of different 
types of psychiatric facilities and attitudes toward 
their use” [16]. It is of course true that factors other 
than the degree of psychiatric impairment affect the 
use of psychiatric facilities. In fact, in my own re- 
search I have shown that social and economic re- 
sources [76] and sexual status[77] do have an effect 
on entrance into psychiatric treatment. However, the 
issue is whether these effects distort the pattern of the 
relationships between the independent and dependent 
variables under consideration, and in my research it is 
clear that they do not. 

The key issue for the present debate, however, is not 
the general utility of statistics on treatment, but 
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whether or not such statistics seriously distort the 
actual pattern of sex differences in mental illness. 
With regard to sex differences the Dohrenwends [16] 
state “treated rates can be expected to give a picture 
of excess pathology among women if only because 
women are more likely than men to avail themselves 
of help for personal problems from professionals in 
general[{17] and from medical [17,78] and psychi- 
atric practitioners[79-81] in particular. These sex 
differences in help-seeking correspond to attitudinal 
differences: women are more likely to admit distress 
[82], to define their problems in mental health terms 
[17] and to have relatively favorable attitudes toward 
psychiatric treatment [79, 83]. From the way the 
Dohrenwends have framed their statement, the higher 
rates of women would appear to reflect factors other 
than a higher incidence of mental illness. But neither 
the Dohrenwends’ statement nor the studies cited 
demonstrate that this is the case, and in fact, if women 
actually have higher rates of mental illness, one would 
expect the pattern predicted by the Dohrenwends on 
the basis of those higher rates. 

In recent years it has been recognized that there are 
potential problems with almost any operationalization 
of theoretical variables and thus there has been a 
recognition of the utility of relying on multiple indi- 
cators to find out if there really is a relationship 
between two variables. We posited that in our society 
women have higher rates of mental illness (as we have 
defined it) than men. Thus we would expect women 
more frequently to report psychiatric symptoms, to be 
likely to see themselves as having emotional problems, 
to seek professional help from general physicians and 
psychiatrists, and to receive psychiatric treatment in 
outpatient clinics, in general hospitals and in mental 
hospitals and to receive medication prescribed for the 
treatment of mental illness. If this pattern did not hold, 
one would have serious reasons for questioning the 
validity of the hypothesized relationship. However, 
as was noted above, Gove and Tudor [4] uniformly 
found this anticipated pattern across the range of 
indicators. But in contrast to their approach to the 
community surveys, the Dohrenwends take a unique 
and totally erroneous approach to the use of these 
multiple indicators. They actually use the consistent 
pattern of relationships among different indicators that 
Gove and Tudor [4] predicted on theoretical grounds 
as a justification for treating the relationships as 
invalid. 

The study of Gurin et al.[17] is probably the key 
study in their discussion, and their use of it is in- 
formative. Table 3 presents some of the data from the 


Gurin study. It shows that women were 1.82 times 
more likely than men to have a high number of 
anxiety symptoms but were only 1.42 times more 
likely to see themselves as having had a mental 
health problem for which they needed help. Among 
those who perceived themselves as having a mental 
health problem which needed professional help, 
virtually an equal proportion of men and women 
received such help. These data clearly suggest that 
when disorder is controlled for, women are no more 
likely than men to perceive themselves as having a 
mental health problem or to seek professional help. 
The Dohrenwends, by ignoring the data on actual 
mental health (i.e. the experience of psychiatric symp- 
toms) use the data presented in the second part (b) 
of Table 3 to ‘“‘demonstrate” that this finding—that 
women are more likely to see themselves as having an 
emotional problem—does not reflect reality. Then, by 
ignoring the data presented in the second part (b) of 


Table 3, they use the data presented in the third part 


(c), i.e. they look at the number of men and women 
and not at the percentages, to “demonstrate” that the 
rate of treatment of women is also inflated. I would 
note that Gurin et al. [17] did find some differences in 
the type of professional help received by men and 
women, and women were more likely to have gone to a 
general physician. The Dohrenwends use this re- 
lationship as evidence for the inflated rate of treat- 
ment among women. What they (conveniently) ignore 
is that men were somewhat more likely than women 
to see a psychiatrist. Furthermore, it is important to 
note that Gurin et al. [17] emphasize that women con- 
sistently appeared to be in poorer mental health than 
men across a wide variety of indicators, and that there 
was nothing in their data to indicate that these 
differences did not reflect real sex differences in mental 
health. 

The Dohrenwends cite the review by Howard and 
Orlinsky [79] and the studies by Mazer[80] and 
Mellinger et al. [81] as showing that women are more 
likely to see psychiatric practitioners. But as they 
present no information on the actual presence or 
severity of the disorder, which would allow us to look 
at treatment rates while controlling for severity of 
disorder, these studies have no bearing on the question 
of whether the rates of treatment of women are in- 
flated. (The studies do contain speculation that 
touches the Dohrenwends argument, but pure 
speculation is not data.) The Dohrenwends also cite 
Mechanic [82] as showing women are more likely to 
admit distress, but Mechanic presents no data on men, 
so his study has absolutely no bearing on their argu- 


Table 3. Sex differences in the Gurin et al. [17] Americans View Their Mental Health 


(a) 
, of respondents with a 
high psychological anxiety 
scale (p. 189)* 


22 (n = 1077) 
40 (n = 1383) 


Men 
Women 


19 (n = 1077) 
27 (n = 1383) 


(b) (c) 


°o 


*% of respondents who 4 of respondents in (b) 
believed they had a mental 
health problem for which 
they could have used help 

(p. 289) 


who had actually used 
professional help 
(p. 292) 


58 (n = 194) 
60 (n = 372) 


* Women also scored higher on three other subscales. 
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ment. Furthermore, as noted, the studies by Clancy 
and Gove [63], Gove ef al.[47], and Gove and 
Geerken [45] show that controlling for factors affect- 
ing a respondent's verbal behavior has no effect on 
the differences between men and women in the degree 
to which they admit to experiencing psychiatric 
symptoms. In reviewing all the Dohrenwend citations 
and most of the citations contained in those papers, I 
found only two that provided any support for the 
Dohrenwends’ position. The studies by Coie ef ai. [83] 
and Fisher and Turner [84], which used convenience 
samples of college students, showed in an experi- 
mental situation that there was some tendency for 
females to look more favorably on mental health pro- 
fessionals. Even here the data are not uniform but 
depend on the experimental situation and actor, for 
under certain circumstances males were more willing 
than females to recommend treatment or hospitaliza- 
tion [84]. 

Later in their paper the Dohrenwends [16] note the 
fact that the studies of the practices of general 
physicians consistently show that women have higher 
rates of treatment for mental illness than men. They 
argue, citing Rawnsley [85], that the rates are based 
on G.P.s’ estimates and the higher rates of women 
simply reflect the fact that the G.P.s have seen more 
women in the recent past. A careful review of the 
studies cited in Gove and Tudor [4] shows they are 
based on hard statistics and are not distorted in the 
manner implied by the Dohrenwends. 

One of the most comprehensive studies of treatment 


by general physicians is the study by Fink er al. [86] of 


an insured medical group of 30,000 persons in New 
York City. In terms of visits to family physicians 
“men were slightly below the medical group average 
with an index of 0.93 while women were slightly above, 
with an index of 1.07” (a value of 1.0 indicated a rate 
equivalent to the medical group average). However, 
the index of psychiatric diagnosis by general physicians 
was 0.63 for men and 1.37 for women, indicating that 
women were much more likely to receive a psychiatric 
diagnosis. Furthermore, the data show that among 
persons receiving a psychiatric diagnosis men and 
women were equally likely to receive a screening 
interview by a psychiatrist and subsequently enter 
psychiatric treatment [86]. Furthermore, as noted in 
Gove and Tudor [4], the finding by Shepherd e¢ a/. [87] 
that psychiatric disorders ranked third among women 
and seventh among men in diagnosed disorders also 
indicates that these results cannot be explained by 
assuming that women simply go to physicians more 
often than men do. 

In short, there is almost nothing in the studies cited 
by Dohrenwend and Dohrenwend to indicate that the 
rates of psychiatric treatment would be inflated by 
extraneous factors. In fact, as we have just seen, the 
Gurin data present a consistent pattern, which sug- 
gests that, controlling for level of disorder, the 
treatment rates of women are not inflated. The only 
other published data that I know of that allow one to 
look at sex differences in help-seeking behavior among 
community respondents while employing at least a 
crude control for being a “‘psychiatric case’’, are those 
by Blumenthal [88]. In strategically drawn samples, he 
looked at hospitalization among persons who defined 
themselves as having had a nervous breakdown and 


found the following correlations: 0.64 for men and 
0.35 for women (P < 0.01). My national survey also 
contains data bearing on the issue of whether, con- 
trolling for the level of disorder, women are more 
likely than men to seek help. Focusing on the year 
prior to the interview, we will look at two indicators 
of psychiatric disorder and two indices of psychiatric 
treatment. First, we will look at the gammas associated 
with the response to the question “in the past year have 
you felt that you were going to have or were close to 
having a nervous breakdown?”, and (a) seeing a 
doctor or a psychiatrist for an emotional problem 
in the past year (men, y = 0.88; women, y = 0.89), 
and (b) being treated in a hospital for an emotional 
problem in the past year (men, y = 0.97; women, 
y = 0.94). Second, the question was asked “in the 
past year did you seriously think about committing 
suicide?” and (a) being treated by a doctor or a 
psychiatrist for an emotional problem in the past year 
(men, y = 0.83; women, y = 0.82), and (b) being 
treated in a hospital for an emotional problem in the 
past year (men, 0.94; women, 0.88). It is 
clear from these data, which control for level of felt 
distress, that there is little difference in the help- 
seeking behavior of men and women. If there is a 
direction to the difference, it is that men are more 
likely to seek help (five of the six comparisons), a 
direction implied by Blumenthal’s data. Another way 
of looking at the issue (still using my national sample) 
is to look at the ratios produced by dividing the pro- 
portion of men by the proportion of women who (1) 
have ever experienced a nervous breakdown (0.58), 
(2) have ever been treated by a doctor or psychiatrist 
for an emotional problem (0.65), or (3) have ever 
been treated in a hospital for an emotional problem 
(1.05). As the monotonic increase in these ratios 
suggests, if level of disorder is controlled for, men are 
slightly more likely to receive psychiatric treatment 
and in turn are slightly more likely to be hospitalized. 
When these results are combined with the finding that 
for mental illness (as I have defined it) men are more 


likely to experience a societal reaction that channels 


them into psychiatric treatment[77], we must con- 
clude that there is no reason to believe that the rates 
of psychiatric treatment of women are inflated 
relative to those of men. 

In summary, the data on mental illness (as I have 
defined it) uniformly indicate women have higher rates 
of mental illness than men in our society 


AN EVALUATION OF THE ROLE 
EXPLANATIONS 


In Gove and Tudor [4], the fact that women had 
higher rates of mental illness in our society than men 
was predicted on the basis of the literature on sex and 
marital roles. The Dohrenwends argue that “the 
persistent problems about how to interpret behavioral 
differences between the sexes center on questions of 
how to unconfound the biological and social factors 

. (and that). . . if one wants to isolate the effects of 
social role differences from biological differences, one 
must search for situations in which roles contrast 
while biology remains constant.”’ They go on to state 
that Gove and Tudor have “social role and biology 
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hopelessly confounded”. What the Dohrenwends 
seem unable to comprehend is that much of the 
evidence for the Gove-Tudor role explanation involves 
just the type of comparison they are calling for. As 
Gove and Tudor [4] note, and Gove shows [89] in 
great detail, our role argument focuses on married 
men and women and argues that married women are 
under considerably more stress. In contrast, role 
differences of unmarried men and women are less 
sharp and a case can be made that never-married men, 
widowed men and divorced men experience more 
stress than their female counterparts. As is shown in 
Gove [89], in modern western industrial nations, all 
studies show married women to have higher rates of 
mental illness (however defined), while in each case the 
majority of the studies show never-married women, 
widowed women and divorced women to have lower 
rates than their male counterparts. Thus in these com- 
parisons, biology (sex) is held constant but the role 
changes, and with these changes the sex that has the 
highest rate of mental illness changes. 

A human phenomenon that borders on being uni- 
versal is that in any particular society women attempt 
suicide more than men, while men commit suicide 
more than women [90]. However, going back to 
Durkheim [91], it has been shown that it is possible 
to control for these apparent intrinsic sex differences 
in comparing the marital roles of men and women by 
comparing the suicide rates of men and women on the 
following ratios: never-married/married, widowed 
married, and divorced/married. Durkheim called this 
ratio the coefficient of preservation (married persons 
of both sexes almost invariably have lower rates) and 
he showed that the sex with the smallest coefficient 
varied by society. If the data on sex, marital status and 
mental illness reflect general differences in psycho- 
logical distress, then for those types of behavior and 
deaths that are affected by one’s psychological state, 
one could predict in modern western industrial society 
that the ratio would be larger for men than for women. 
| [90] have shown that in such societies the ratios are 
uniformly larger for men for threatened suicide, 
attempted suicide and actual suicide. And in the 
United States for 1960, I [92] have shown that these 
rates are uniformly larger for a variety of causes of 
mortality related to one’s psychological state (suicide, 
homicide, motor accident death, pedestrian death, 
other accident death, cirrhosis of the liver [alco- 
holism], lung cancer [smoking], tuberculosis and 
diabetes). In contrast, I showed that the ratios are not 
larger for deaths unaffected by one’s psychological 
state (e.g. leukemia) and was able to rule out selective 
and economic explanations of these relationships. The 
recent analysis of general mortality statistics by 
Kobrin and Hendershot [93], designed to further test 
our role formulation, provides strong support for it 
(see also [94]). Thus there is an extensive body of data 
which, controlling for biology, support the role 
explanation of sex differences in mental illness. 

These data from the studies discussed above deal 
primarily with mortality or treated cases of mental 
illness. However, as I noted [89] with regard to mental 
illness, the differences between the different marital 
statuses tended to be greater in the studies dealing 
with severe disorders than in the studies dealing with 
mild disorders. As this would suggest, survey data 
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which look at sex, marital roles and mental health 
tend to present a less clear pattern. 

The national survey data presented by Glenn [19] 
on happiness by sex and marital status show a pattern 
similar to the data on mental illness [89]. The survey 
data on depression presented by Radloff [64] also 
show the same pattern, except that separated- 
divorced females are more depressed than separated- 
divorced males. Radloff tested some of the specific 
hypotheses suggested by Gove and Tudor [4] and, al- 
though she found support for them, it was apparent 
that the tissues were in fact very complex; she sug- 
gested that the “learned helplessness” model of 
Seligman [95] might be useful in looking at sex role 
patterns in depression. Pearlin [62] also looked at a 
number of specific hypotheses proposed by Gove and 
Tudor [4] and, although he found general support for 
them, his analysis indicates that the issues are much 
more complex than the relatively few hypotheses 
proposed by Gove and Tudor would suggest. The 
study by Campbell e7 a/. [25], which focused on life 
satisfaction, has a great deal of data on the sex and 
marital roles of men and women. Although life satis- 
faction is not the opposite of poor mental health (see 
above), their data also suggest that the general role 
framework of Gove and Tudor is essentially correct, 
if oversimplified. Gove and Geerken [96], dealing only 
with married men and women, looked at the effect of 
work and age and number of children on the feeling 
that one (a) confronts incessant demands from others, 
(b) desires to be alone and (c) feels lonely; we found 
that these feelings were very strongly related to sex 
and work status and that when they were controlled 
for the sex differences in psychiatric symptoms dis- 
appeared. Fidell and Prather [97] looked only at non- 
working housewives and found that it was only those 
who wanted to hold a job (but did not) who were in 
poor mental health. Overall, from the studies reviewed, 
there is consistent support for the general thrust of the 
role framework proposed by Gove and Tudor [4], but 
it is clear that the framework is underspecified and 
needs to take into account a number of other variables 
such as particular personal attributes (e.g. the actual 
desire to hold a job). 

Not all the studies provide support for the general 
thrust of the Gove and Tudor article. Meile et al. [98] 
compare the psychiatric symptoms of never-married 
women with those of married women and find little 
difference, particularly among women having at least 
a high school education. They argue that this runs 
counter to the Gove—-Tudor position. However, as has 
been consistently indicated, it is precisely this com- 
parison (never married women with married women) 
that shows the least difference, there being no con- 
sistent pattern with regard to which category is in the 
best mental health [89, 90, 92]. I view this as essentially 
a misreading of my position. In contrast, Warheit ef al. 
[99] present data from a large survey in the southern 
United States using the HOS scale as the measure of 
mental illness; their data suggest that the marked sex 
differences they find are largely unrelated to marital 
roles. As these data run counter to a massive body of 
evidence it should not be viewed as proving the marital 
role argument wrong, but it does clearly demonstrate 
that the specific determinants of sex differences in 
mental health require further investigation. 
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THE DOHRENWENDS’ ALTERNATIVE 
EXPLANATION: ARE THE PERSONALITY 
DISORDERS IN MEN THE FUNCTIONAL 

EQUIVALENT OF MANIC-DEPRESSIVE 

AND NEUROTIC DISORDERS 
AMONG WOMEN? 


Until now I have avoided one of the key issues with 
regard to whether or not women in our society have 
higher rates of mental illness. I have, throughout my 
work (see especially [3—5]) gone to great lengths to 
specify and justify what I mean by mental illness and 
to indicate why the personality disorders should be 
excluded. Most of the works cited and issues dis- 
cussed in this paper reflect at least an implicit agree- 
ment with my definition. The Dohrenwends [15, 16], 
however, strongly disagree with this definition. They 
not only feel that the personality disorders should be 
treated as mental illness, but that the personality dis- 


orders in men are the inherent functional equivalent of 


neurotic and manic-depressive disorders in women. 
Crucial to their argument is that the presumed sex 
differences in the way mental illness is manifested are 
inherent characteristics of one’s gender, and they do in 
fact refer to these sex differences as occurring “‘regard- 
less of time or place” [15, 16]. To a very large extent 
their position is based on the assumption that the 


Gove-Tudor role argument does not control for 


biology (see above). However, as was noted in the 
previous section, a comparison of the sexes across 
different marital roles does control for gender and 
such a comparison shows married women to have 
higher rates of mental illness than married men, 


whereas never-married men, divorced men and 
widowed men tend to have higher rates of mental ill- 
ness than comparable women. This evidence, in itself, 
would seem to provide sufficient grounds for dis- 
counting the functional equivalent hypothesis pro- 


posed by the Dohrenwends. 


Table 4. A comparison of the personality disorders and the neurotic 


The Dohrenwends [16] refer to the studies of prob- 
lem behavior of children and indicate that these data 
support their theoretical position of the functional 
equivalence of male and female disorders. I would like 
to point out that Gove and Herb [48] reviewed the 
evidence on the roles and role strain confronting boys 
and girls. From the literature it is clear that at the 
early ages young boys tend to experience considerably 
more role stress than young girls, while by late 
adolescence the situation of girls is as stressful if not 
more stressful than that of adolescent boys. Using the 
same theoretical approach as that used by Gove and 
Tudor, we argued that these stresses would be re- 
flected in rates of psychiatric treatment, especially for 
the neurotic and transient situational disorders, which 
are particularly reactive to role stress. We looked at 
statistics on treatment in the United States in four 
settings: public mental hospitals, private mental 
hospitals, general hospitals, and outpatient clinics. 
Although the data can be presented in a variety of 
ways, we will simply compare the rates summed 
across the four settings. For the ages 5—9, boys were 
221° more likely than girls to receive treatment for a 
neurotic disorder and 256% more likely to receive 
treatment for a transient situational disorder. For the 
ages 15-19, boys were 46° as likely to receive treat- 
ment for a neurotic disorder and 91% as likely to 
receive treatment for a transient situational disorder 
[48]. In short, the data provide support for Gove and 
Herb’s role argument. Note especially that young 
boys are much more likely to be treated for a neurotic 
disorder, while the Dohrenwends have indicated that 
the neurotic disorders are inherently feminine dis- 
orders. Although I expect the Dohrenwends could 
develop an ad hoc explanation for this relationship, | 
doubt that it would be very parsimonious. In contrast, 
these results are directly predicted by the role explana- 
tion used in both Gove and Tudor [4] and Gove and 
Herb [48] 


and manic- 


depressive disorders 


Personality disorders 


No distress 

Not reactive to drug therapy or 
psychotherapy 

Highest rates consistently found in 
the lower class 

Rates always higher for males 


. The disorder is a persistent 
enduring personality characteristic 


. Characterized by asocial or 
antisocial acts 


. Characterized by physically 
aggressive impulsive reactions to 
immediate (and often in- 
consequential) stimuli 

. Often not perceived as mental 
illness in other cultures, and only 
debatably so in our culture 


Neurotic al 


manic-depressive 


Acute distress 
Reactive to drug therapy and 
psychotherapy 

Highest rates typically not found in 
the lower class 

Rates 
either sex 

The disorder is episodic, 


not consistently higher for 
with often 
only one episode over a person's 


lifetime 


. Characterized by social withdrawal 


(except during the relatively rare 
manic phases—and even here the 
behavior is neither asocial nor 
antisocial) 

Reactive to long-term situational 


(e.g. role) stress 


3. Consistently seen as mental illness 


across cultures, particularly in the 
more severe forms 
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The Dohrenwends, in fact, have presented no 
grounds, either theoretical or empirical, for consider- 
ing the personality disorders in men and the neuroses 
and manic-depressive disorders in women as functional 
equivalents. In Table 4 I have presented many of the 
differences between the personality disorders and the 
neuroses and manic-depressive psychoses. If there is 
anything consistent about the relationship between 
these two sets of disorders, it is that there is no 
pattern. Unless the Dohrenwends at least attempt to 
present a serious case for their “belief I can at this 
point see no justification for taking their position 
seriously. 

CONCLUSION 


On the basis of a review of the literature on sex 
roles and the data on mental illness and poor mental 
health, Gove and Tudor [4] indicated that in our 
society, due to the nature of their roles, women had 
higher rates of mental illness than men. At the same 
time a generally similar position was being put forth 
by persons with an explicitly feminist perspective [12 
14]. In this paper it has been shown that the fairly 
extensive literature on positive affect and negative 
affect consistently indicates that these states are un- 
correlated and that the finding that women have as 
much positive affect as men is not inconsistent with 
the uniform finding that women are in poorer mental 
health and have higher rates of mental illness than 


men. It has also been shown that the higher rates of 


poor mental health and mental illness consistently 
found among women are not an artifact of response 
bias or of different responses to the behavior of, or 
differences in the behavior of, the sexes. In short, 
they reflect real sex differences. Furthermore, it has 
been shown that the personality disorders among 
males are not the functional equivalents of distress 
and/or mental disorganization among women. The 
evidence suggests that higher rates of mental illness 
among women are due primarily to their sex and 
marital roles. However, it is clear that at the present 
we know relatively little about the precise nature of the 
interaction of sex roles, marital roles, socialization, 
and personality which produces these higher rates in 
women 

I should like to conclude with two comments. 
First, almost all of the studies that have looked at 
sex differences in mental illness have treated the issue 
as a separate topic and we know little about the im- 
portance of gender relative to class, race, age, marital 
status or other background or situational variables. 
Thus there is a need to put the literature reviewed in 
this paper into a broader context. Second, I would 
emphasize that Gove and Tudor[4] attribute the 
higher rates of mental illness in our society among 
women to the nature of women’s roles, particularly, to 
the stresses associated with the transition that role is 
obviously undergoing. Hopefully, in the not too dis- 
tant future the woman’s role will stabilize and do so 
in a manner in which many of the stresses now 
characteristic of that role will disappear. 

REFERENCES 

1. Gove W. and Lubach J. An intensive treatment pro- 


gram for psychiatric in-patients: a description and 
evaluation. J. H/th. soc. Behav. 10, 225, 1969. 


. Gove W. A theory of mental illness: an analysis of the 


relationship between symptoms, personal attributes 
and social situations. Ph.D. dissertation, University of 
Washington, Seattle, 1968. 


. Gove W. Sex differences in the epidemiology of mental 


illness: evidence and explanations. In Gender and 
Psychopathology: Sex Differences in Disordered 
Behavior (Edited by Gomberg E. and Franks D.). 
Brunner—Mazel, in press 


. Gove W. and Tudor J. Adult sex roles and mental ill- 


ness. Am. J. Sociol. 78, 812, 1973. 

Gove W. and Tudor J. Sex differences in mental ill- 
ness: a comment on Dohrenwend and Dohrenwend. 
Am. J. Sociol. 82, 1327, 1977. 


. Gove W. Types of psychiatric patients. Master's 


thesis, University of Washington, Seattle, 1967. 
Phillips D. and Segal B. Sexual status and psychiatric 
symptoms. Am. Sociol. Rev. 34, 58, 1969. 

Dohrenwend B. and Dohrenwend B. S. The problem 
of validity in field studies of psychological disorder. 
J. Abn. Psychol. 70, 52, 1965. 

Dohrenwend B. and Dohrenwend B. S. Social Status 
and Psychological Disorder. Wiley, New York, 1969. 
Cooperstock R. Sex differences in the use of mood- 
modifying drugs: an explanatory model. J. H/th. Soc. 
Behav. 12, 238, 1971 

Manis J. The sociology of knowledge and community 
mental health research. Social Problems 15, 488, 1968. 
Bernard J. The paradox of the happy marriage. In 
Women in Sexist Society (Edited by Gornick V. and 
Moran B.) p. 145. New American Library, New York 
1972. 

Bernard J. The Future of Marriage. Bantam, New York, 
1972. 


4+. Chesler P. Women as psychiatric and psychothera- 


peutic patients. J. Marriage and the Family 33, 746, 
1971 

Dohrenwend B. and Dohrenwend B. S. Sex differences 
in psychiatric disorders. Am. J. Sociol. 81, 1447, 
1976 

Dohrenwend B. and Dohrenwend B. S. Sex differences 
in mental illness: a reply to Gove and Tudor. Am. J. 
Sociol. 82, 1336, 1977. 

Gurin G., Veroff J. and Feld S. Americans View Their 
Mental Health. Basic Books, New York, 1960. 
Bradburn N. and Caplovitz D. Reports on Happiness. 
Aldine, Chicago, 1965. 

Glenn N. The contribution of marriage to the psycho- 
logical well-being of males and females. J. Marriage 
and Family 37, 594, 1975. 

Bradburn N. The Structure of Psychological Well 
Being. Aldine, Chicago, 1969 

Kata K. On psychological well-being in the Scandin- 
avian countries. Presented at the Conference on 
Dimensions of Anxiety and Stress, Athens, Greece, 
1974 

Palmore E. and Luikart C. Health and social factors 
related to life satisfaction. J. Hith. soc. Behav. 13, 68, 
1972. 


. Cantril H. The Pattern of Human Concerns. Rutgers 


University Press, New Brunswick, 1965. 


24. Clement F. and Saver W. Life satisfaction in the United 


States. Social Forces 54, 621, 1976. 


5. Campbell A., Converse P. and Rodgers W. The 


Quality of American Life: Perceptions, Evaluations and 
Satisfactions. Russell-Sage, New York, 1976. 

Leighton D., Leighton A., Hardin J., Macklin D. and 
MacMillan A. The Character of Danger. Basic Books, 
New York, 1963. 

Rance P. L. L. Sex roles, social status and psychiatric 
symptoms in Hong Kong. Mimeographed, 1976. 


. Phillips D. L. Social participation and happiness. Am. 


J. Sociol. 72, 479, 1967. 


Sex differences in mental illness among adult men and women 197 


. Phillips D. L. Social class, social participation, and 
happiness: a consideration in “interaction-oppor- 
tunities” and “‘investment’’. Sociol. Q. 10, 3, 1969. 

. Orden S. R. and Bradburn N. Dimensions of marriage 
happiness. Am. J. Sociol. 73, 715, 1968. 

. Orden §. R. and Bradburn N. Working wives and 
marriage happiness. Am. J. Sociol. 74, 392, 1969. 

. Berkman P. J. Life-stress and psychological well- 
being: a replication of Langner’s analysis in the Mid- 
town Manhattan study. J. Hith soc. Behav. 72, 35, 
1971. 

3. Andrews F. M. and Withey S. B. Developing measures 
of perceived life quality: results from several national 
surveys. Social Indicators Research 1, 1974. 

. Gaitz C. M. and Scott J. Age and the measurement of 
mental health. J. H/th soc. Behav. 13, (March), 55, 1972. 
Beiser M. Components and correlates of mental well- 
being. J. Hlth soc. Behav. 15, 320, 1974 

. Chiriboga D. and Lowenthal M. F. Psychological 
correlates or perceived well-being. In Proc. 79th Ann 
Cony., Am. Psychol. Ass. p. 603 

. Cherlin A. and Reeder L. G. The dimensions of 
psychological well-being: a critical review. Sociol 
Meth. Res. 4, 189, 1975. 

. Gove W. Psychological correlates of status and roles 
NSF Grant No. 73—05455A01. 

Langner T. A 22-item screening score of psychiatric 
symptoms indicating impairment. J. H/th hum. Behat 
3, 269, 1962. 

MacMillan A. The health opinion survey technique for 
estimating prevalence of psychoneurotic and related 
types of disorder in communities. Monogr. Suppl 
Psychiat. Repts 3, 325, 1957. 

. Seiler L. The 22-item scale used in field studies of 
mental illness: a question of method, a question of sub- 
stance and a question of theory. J. H/th soc. Behav. 14, 
252, 1973. 

. Tousignant M., Denis G. and Lachapelle R. Some 
considerations concerning the validity and the use of 
the Health Opinion Survey. J. Hith soc. Behav. 15, 
241, 1974. 

. Schwartz C., Myers J. and Astrachan B. Comparing 
three measures of mental status: a note on the validity 
of psychological estimates in the community. J. H/th 
soc. Behav. 14, 265, 1973. 

. Dohrenwend B. and Crandell D. Psychiatric symptoms 
in community, clinic and mental hospital groups. Am. 
J. Psychiat. 126, 1611, 1970. 

. Gove W. and Geerken M. Response bias in community 
surveys: an empirical investigation. Am. J. Sociol. 82, 
1289, 1977. 

Hagnell O. A Prospective Study of the Incidence of 
Mental Disorder. Svenska Bokforlaget Norstedts- 
Bonniers, Stockholm, 1966. 

. Gove W., Hughes M. and Galle O. Overcrowding in 
the home: an empirical investigation of its possible 
pathological consequences. Presented at the Annual 
Meeting of the American Public Health Association, 
Miami, 1976. 

. Gove W. and Herb T. Stress and mental illness among 
the young: a comparison of the sexes. Social Forces 53, 
256, 1974. 

Martin F. M., Brotherston J. F. and Chave S. P 
Incidence of neurosis in a new housing estate. Br. J 
prevent. soc. Med. 11, 196, 1957. 

. Phillips D. Rejection of the mentally ill: the influence 
of behaviour and sex. Am. sociol. Rev. 29, 679, 1966 

. Tauss W. A note on the prevalence of mental dis- 
turbance. Aust. J. Psychol. 19, 121, 1967. 

. Taylor L. and Chave S. Mental Health and Environ- 
ment. Longman’s Green, London, 1964. 

. Haberman P. Cross-survey analysis of psychiatric 
symptomology: a corroborative report on subgroup 


differences. Paper read at annual meeting of the 
American Sociological Association, San Francisco, 
1969. 


. Hare E. H. and Shaw G. K. Mental Health on a New 


Housing Estate. Oxford University Press, London, 1965. 


. Public Health Service. Selected Symptoms of Psycho- 


logical Distress. Public Health Service Publication No. 
1000, Ser. 11, No. 37. Government Printing Office, 
Washington, D.C. 

Meile R. and Haese P. Social status, status incongru- 
ence and symptoms of stress. J. Hlth soc. Behav 
10, 237, 1969. 

Warheit G. J., Holzer C. E. and Arey S. A. Race and 
mental illness: an epidemiologic update. J. Hith soc. 
Behav. 16, 243, 1975. 

Holzer C. E., Arey S. A., Warheit G. J. and Bell R. A. 
Sex, marital status and mental health: a reappraisal. 
Paper presented at the Annual Meeting of the Ameri- 
can Sociological Association, San Francisco, 1975. 
Brunetti P. M. A prevalence survey of mental disorders 
in a rural commune in Vaucluse: methodological 
consideration. Acta. psychiat. scand. 40, 323, 1964. 
Denis G., Tousignant M. and Laforest L. Prevalence 
de cas d’interet psychiatrique dans une region du 
Quebec. Can. J. publ. Hith. 604, 387, 1973 

Hughes D. Morbidity statistics from population sur- 
veys. In Roots of Evaluation: The Epidemiological 
Basis for Planning Psychiatric Services (Edited by 
Wing J. K. and Hafner H.). Oxford University Press, 
New York, 1973 

Pearlin L. Sex roles and depression. In Life Span 
Developmental Psychology: Normative Life Crises. 
Academic Press, New York, 1975 

Clancy K. and Gove W. Sex differences in mental ill- 
ness: an analysis of response bias in self-reports. Am. 
J. Sociol. 80, 205, 1974 

Radloff L. Sex differences in depression: the effects of 
occupation and marital status. Sex Roles 1, 249, 1975 
Gove W. and Galle O. Unpublished data, 1977. 
Pasamanick B., Roberts D. W., Lemkau P. W. and 
Krueger D. B. A survey of mental disease in an urban 
population: prevalence by race and income. In Epi- 
demiology of Mental Disorder (Edited by Pasamanick 
B.). Washington, AAAS 

Primrose E. J. B. Psychological Illness 
Study. Tavistock Publications, London, 1962 
Essen-Moller E. Individual traits and morbidity in a 
Swedish rural population. Acta psychiat. neurol. 
scand. Suppl. 100, 1, 1956 

Brunetti P. M. Prevalence des troubles mentaux dans 


{4 Communiti 


une population rurale du Vaucluse: donées nouvelles 
et recapitulatives. L, Hygiene Mentale 62, 1, 1973 
Zung W. A self-rating depression scale. Arch. gen 
Psychiat. 12, 63, 1965 

Dupry H. The general well-being scale. National 
Health and Nutritional Survey. National Center for 
Health Statistics, U.S. Public Health Service 
Dohrenwend B. and Dohrenwend B. S. Social and cul- 
tural influences on psychopathology. Ann. Rev 
Psychol. 25, 417, 1974 

Dohrenwend B. and Dohrenwend B. S. Psychiatric 
disorders in urban settings. American Handbook of 
Psychiatry (2nd Edn.), Vol. 2; Child and Adolescent 
Psychiatry, Subculture and Community Psychiatr) 
(Edited by Arieti S. and Caplan G.) p. 424. Basic Books, 
New York. 

Robins L. Alcoholism and labelling theory. In The 
Labelling of Deviance: Evaluating a Perspective (Edited 
by Gove W. R.) p. 21. John Wiley, New York, 1975. 
Levy L. and Rowitz L. The Ecology of Mental Dis- 
order. Behavioral Publications, New York, 1973. 


. Gove W. and Howell P. Individual resources and men- 


tal hospitalization: a comparison and evaluation of the 


WALTER R. GOVE 


societal reaction and psychiatric perspectives. Am. 
sociol. Rev. 39, 86, 1974. 

. Tudor J., Tudor W. and Gove W. Sex roles and 
societal reactions to two types of mental abnormality. 
J. Hith soc. Behav. 18, 98, 1978. 

. Hinkle L. E. Jr., Redmont R., Plummer N. and Wolff 
H. G. An examination of the relation between symp- 
toms, disability, and serious illness, in two homo- 
geneous groups of men and women. Am. J. publ. Hlth. 
50, 1327, 1960 

. Howard K. I. and Orlinsky D. E. Psychotherapeutic 
processes. Ann. Rev. Psychol. 23, 615, 1972. 

. Mazer M. Psychiatric disorders in general practice: 
the experience of an island community. Am. J. 
Psychiat. 124, 609, 1967. 

. Mellinger G. D., Balter M. B. and Manheimer D. I 
Patterns of psychotherapeutic drug use among adults 
in San Francisco. Arch. gen. Psychiat. 25, 385, 1971. 
Mechanic D. The influence of mothers on their chil- 
dren’s health attitudes and behavior. Pediatrics 33, 
444, 1964 

. Coie J. D., Pennington B. F. and Buckley H. H. 
Effects of situational stress and sex roles on the attribu- 
tion of psychological disorder. J. consult. clin. Psychol. 
42, 559, 1974 

Fisher E. and Turner J. Orientation to seeking pro- 
fessional help: development and research utility of an 
attitude scale. J. consult. clin. Psychiat. 35, 79, 1970. 
Rawnsley K. Congruence of independent measures of 
psychiatric morbidity. J. psychosom. Res. 10, 84, 
1966. 

Fink R., Shapiro S., Goldensohn S. S. and Daily E. F 
he “‘filter-down” process to psychotherapy in a group 
practice medical care program. J. publ. Hith. 59, 245, 
1969 

Shepherd M., Cooper B., Brown A. C. and Kalton 


G. W. Minor mental illness in London: some aspects 
of a general practice survey. Br. med. J. 2, 1359, 1964. 


. Blumenthal M. Sex as a source of heterogeneity in a 


mental health survey. J. psychiat. Res. 5, 75, 1967. 


. Gove W. The relationship between sex roles, mental 


illness and marital status. Social Forces 51, 34, 1972. 


. Gove W. Sex roles, marital status and suicide. J. H/th 


soc. Behav. 13, 204, 1972. 


. Durkheim E. Suicide: A Study in Sociology. Free 


Press, New York, 1951. 


. Gove W. Sex, marital status and mortality. Am. J. 


Sociol. 79, 45, 1973. 


. Kobrin F. and Hendershot J. The mortality of the non- 


married: the effects of living in families and living 
alone. Presented at the Annual Meeting of the Ameri- 
can Sociological Association, New York, 1976. 


4. Cumming E., Lazer C. and Chisholm L. Suicide as an 


index of role strain among employed and not em- 
ployed married women in British Columbia. Can. Rev. 
Soc. Anth. 12(4), 462, 1975. 


. Seligman M. E. Depression and learned helplessness. 


In The Psychology of Depression: Contemporary 
Theory and Research (Edited by Friedman R. J. and 
Katz M. M.) Winston, Washington, D.C., 1974. 


. Gove W. and Geerken M. The effect of children and 


employment on the mental health of married men and 
women. Social Forces 1977. 


. Fidell L. and Prather J. “The housewife syndrome”: 


fact or fiction. Mimeographed. 


. Meile R., Johnson D. and St. Peter L. Marital role 


education and mental disorder among women: test 
of an interaction hypothesis. J. Hlth soc. Behav. 7, 
295, 1976. 


. Warheit G. J., Holzer C. E. Ill, Bell R. A. and Arey 


S. A. Sex, marital status and mental health: a re- 
appraisal. Social Forces 55, 459, 1976. 


Soc. Sci. & Med., Vol. 12B, pp. 199 to 205 
© Pergamon Press Ltd., 1978. Printed in Great Britain 


0037-78 56/78/0715-—0199$02.00/0 


SEX DIFFERENCES IN SUPEREGO MODE AS 
RELATED TO SEX DIFFERENCES IN 
PSYCHIATRIC ILLNESS 


HELEN BLock LEWIS 


Department of Psychology, Yale University, New Haven, Connecticut 


Abstract 


This paper reviews a network of evidence which suggests that men and women differ in their 


prevailing mode of superego functions, and that this difference in superego mode may be one determinant 
of sex differences in ‘‘choice”’ of psychiatric illness. There is evidence for a connection between patients 
perceptual style and their proneness to shame or guilt. There is a well-established connection between sex 
and perceptual style; from adolescence onward, women are more field-dependent than men [1, 2]. There 


is also a connection between field dependence-independence and “choice” of psychiatric 


symptoms [3] 


Sex differences in proneness to psychiatric illness may be mediated in part by a sex difference in mode of 


superego functioning. 


The concept of differing superego modes, as de- 
veloped in Shame and Guilt in Neurosis [4], involves an 
expansion of the superego concept to include shame 
as well as guilt as a manifestation of the superego’s 
operation. Shame and guilt are synonymous dictionary 
terms. They are ordinarily grouped together because 
of their common function as drive controls [5—7]. 
This grouping however, has tended to direct attention 
to guilt as the generic term for both shame and guilt, to 
the neglect of distinctive shame phenomena. This 
emphasis on guilt is congenial to a society which 


places a high premium on individualism and personal 
autonomy [8, 9]. The phenomenological characteristic 
of shame that its stimulus is often localized as originat- 
ing “‘out there’ has tended to obscure the fact that 
shame, like guilt, involves internalized ideal-images. 
The equation of superego and guilt has obscured more 
benign aspects of superego functioning [10,11]. The 


inclusion of shame as a superego manifestation 
reflects a theoretical position which regards both 
ego-ideals (“the good”) and moral prohibitions 
(“the ought-not”) as equally internalized controls 
[12, 13]. 

A comparison of the phenomenologies of shame and 
guilt suggests that they differ in several important 
ways [4]. Very briefly, the stimulus to guilt is always 
moral transgression, while shame may be of the moral 
or non-moral kind [14]. Shame is specifically evoked 
by sexual rebuff or failure, and by “loss of love’’; 
guilt is evoked by a wide variety of aggressions. Shame 
is about the self; guilt is about events or things done or 
undone. In shame, the self is experienced as helpless 
and unable; while in guilt it is experienced as able to 
avoid the transgression and required to make amends. 
Shame is ordinarily the more affectual state, with 
autonomic accompaniments which keep the self the 
focus of awareness [15]. Guilt is ordinarily a less acute 


affective state with the potential for “isolation of 


affect” as the person’s attention is focused on the 
things done or undone and the amends to be made. In 
shame, the self is in a passive position vis-d-vis the 
internalized “‘other”, often with the vicarious ex- 


$.s.M. 12/3B—t 


perience of the ‘“‘other’s” view of the self. In guilt, the 
self is active, both in transgression, and in making 
amends. 

Internalized hostility in shame takes the form of 
humiliated fury; in guilt, it takes the form of righteous 
indignation. The righteous indignation when accom- 
panying guilt assigns blame to the self, but may also 
blame others. The discharge of hostility in shame is 
more difficult than in guilt because the self is in a 
passive position with respect to the ‘“‘other’’, and be- 
cause the “other” usually represents the ego-ideal in 
whose eyes one has suffered “loss of love”. There is 
evidence for a close association between shame and 
self-directed hostility [16,17]. There is parallel evi- 
dence for an association between guilt and hostility 
projected outward [16]. 

I have suggested [4], on the basis of a phenomeno- 
logical comparison, that the state of shame is very 
similar to depression, in which a “shadow” falls on the 
self [18]. I have also suggested that the state of guilt 
has many similarities to obsessive-compulsive ideation. 
This latter insight has been available to us since 
Freud’s [19] unravelling of the Rat-Man’s obsessive- 
compulsive symptoms as transformations of uncon- 
cious guilt. The hypothesis that an archaic or 
malfunctioning superego plays a role in neurotic and 
functional-psychotic symptoms has been in productive 
use since Freud’s The Ego and the Id{20]. An “‘un- 
conscious sense of guilt” and/or “irrational guilt” are 
widely accepted as underlying psychiatric illness [21 
25]. The inclusion of undischarged shame into the 
concept of the malfunctioning superego involves the 
corollary hypothesis that shame is a more prominent 
state in depression and the hysterias which claim 
more women, while guilt is a more prominent state in 
obsessions, compulsions and schizophrenia, which 
claim more men as patients. 

This is not to imply that shame plays no role in 
obsessions, compulsions and schizophrenia or that 
guilt plays no role in depressions and the hysterias. 
There is, in fact, a suggestion that individual differ- 
ences in proneness to shame or guilt may also be of 
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help in understanding individual and sex differences 
within diagnostic categories. Blatt [26], for example, 
differentiates between ‘‘anaclitic” and “‘introjective” 
depression, a distinction which has many similarities 
to shame and guilt. Among male schizophrenics those 
who are delusional have been found to be more field- 
independent than those who are hallucinating [3], a 
distinction which a priori fits the distinction between 
shame and guilt. Shame involves the invasion of the 
self by a personified “other”, as does the hallucinatory 
experience. Schizophrenic patients who are “hostile- 
belligerent” are more field-independent than those who 
are “‘anxious—intropunitive”’ [27], again fitting the dis- 
tinction between the projection of hostility outward in 
guilt versus self-directed hostility in shame. 

That women are more prone to shame than men is a 
long-standing and widespread observation. Darwin 
[28], for example, observed that “women blush much 
more than men” (p. 311). Two major factors join in 
fostering women’s greater shame-proneness. First, the 
anaclitic identifications made by girls growing up in 
the nuclear family remain central in women’s per- 
sonality [29]; these loving identifications continue the 
threat of “‘loss of love” or shame into women’s adult- 
hood. Second, the widespread exclusion of women 
from positions of power in work fosters a culturally 
sanctioned adjustment in women’s position of econo- 
mic dependency and devotion to the family. Men in 
contrast, are pressed into aggressive, independent 
behavior in order to meet their responsibility for a 
livelihood within a competitive economic system. 
Women’s position of economic and social inferiority 
provides an objective basis for feelings of inferiority 
which induce shame; men’s greater aggressiveness in- 
volves them more in guilt. 

Women show more anxiety over “‘loss of love’; 
while there is a tendency for men to show more 
“castration anxiety” [30]. Even in their symbolic con- 
ceptions of the Deity, as reflected in Rorschach 
responses, fear of God is more characteristic of men, 
while more benevolent representations of the Deity 
are more characteristic of women [31]. 

Evidence is strong and conclusive that men are more 
aggressive than women [2, 32]. Women’s lesser aggres- 
sivity alone predicts their greater proneness to self- 
directed hostility and shame. The direct evidence for 
women’s greater sociability than men is less clear cut, 
but on balance, it appears that women are more 
“nurturant” and “positive” in their attitudes toward 
“others” than men. In a total of 47 studies [32] of 
“interest in and positive feeling for others’’, “need for 
affiliation” and “nurturance”, women and girls were 
reported as showing more positive attitudes than men 
and boys in all but five studies. (In these five there was 
no sex difference.) In their recent survey, Maccoby 
and Jacklin [2] have labelled as myth the idea that girls 
have a greater capacity for social behaviour than boys. 
But the evidence which they presented regarding girls 
and women being more sociable than men and boys is 
still strong. For example, girls are more motivated by 
“social goals”; boys are motivated when the circum- 
stances are competitive; girls’ friendships are more 
intimate; boys’ are more gregarious and aggressive 
involving gangs; women’s ego-investment is more 
affiliative; men’s more involved in status and power. 
Leaving aside the question of whether women’s 


HELEN BLock LEwIs 


greater sociability is the result of biological role or 
cultural expectations, positive feelings for ‘‘others” 
find a more significant role in the life-experience of 
women than of men. If women “care more” about 
“others”, the “others” are for this reason alone able 
to make women ashamed (in their own eyes). 

Empirical studies which directly approach the 
question of superego sex differences are pitifully few. 
Gleser, Gottschalk and Springer [33] have evidence 
that women show more shame anxiety than men in a 
Gottschalk and Gleser [34] five-minute verbal sample, 
and this has been confirmed in a recent study of Yale 
undergraduates [35]. 

Siebert [36] compared 100 men and 100 women 
undergraduates, using a variety of paper and pencil tests 
to assess their experience of the superego and the ego- 
ideal. In response to a question about how they 
manage when confronting temptation, women were 
more concerned with the opinions of significant 
others, while men experienced guilt as a more internal- 
ized force. When using metaphors to describe their 
conscience experiences, men used animal and natural 
force symbols to express the power of conscience, 
while women used more human symbolic representa- 
tions. These findings suggest that women’s conscience 
is a more personalized experience, while men’s is more 
impersonal. In another study of sex difference in 
proneness to shame and guilt, Binder [37] found that 
women are more shame-prone, while men are more 
guilt-prone, as measured by an assessment of early 
memories. 

There is considerable evidence that women are more 
prone than men to depression and the hysterias. The 
evidence on men’s greater proneness to obsessional 
neurosis and compulsions is also convincing. Evidence 
on sex differences in schizophrenia is contradictory, 
but, on balance, suggests men’s greater risk. 


1. DEPRESSION 


The evidence is strong and unequivocal that women 
are more prone to depression than men, ‘“‘whether it is 
the feeling of depression, neurotic depression or de- 
pressive psychosis” (p. 73) [38]. Long-term statistics 
(1910-1950) of first admissions to state hospitals in 
New York indicate that women are twice as likely to 
be admitted for manic-depressive psychosis as men 
[39, 40]. Women are diagnosed depressed more often 
than men in private hospitals and outpatient clinics 
[17, 41,42]. Zigler and Phillips [43] report that 
hospitalized women patients are more depressed than 
men patients whatever the official diagnosis. Women 
are more often depressed than men in rural as well as 
urban areas [44]. Robins [45] in a followup study of 
juvenile delinquents (referred to a juvenile clinic) 
found depression a more frequent diagnosis among 
adult women than among adult men, in both her 
clinic-patient and control groups. In a population of 
normal residents of New Haven, women were more 
depressed than men [46]. 

Depression also seems to be more severe in women 
than in men. Beck [47] reports that depressed women 
patients scored higher than men on his Depression 
Inventory, and this finding was confirmed in a study 
in Germany [48]. A study of crying in psychotic 
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depression showed that more than one-third of 


women patients cried, while none of the men patients 
cried [50]. 

Women are not only more often and more pro- 
foundly depressed than men, but they seem more 
vulnerable to the effects of bereavement. An effect 
of recent bereavement on adult depression has been 
found in both sexes [51], with women showing more 
acute depression immediately following bereavement. 
The evidence on childhood bereavement as a factor in 
adult depression is inconclusive [38]. Where an effect 
of childhood parental bereavement on depression has 
been found, however, the effect is greater for women 
than for men [52]. Dennehy [53], in a carefully con- 
trolled study, found an effect of parental bereavement 
not only in depressives of both sexes, but in schizo- 
phrenics, alcoholics and drug addicts. This effect, 
moreover, is greater among women psychiatric 
patients than among men patients [54]. Birtchnell’s 
study also showed that there were more women 
psychiatric patients who had lost their mothers and 
been left with younger siblings to take care of than 
there were men patients who had been left in similar 
circumstances. Beck [47] found that severely depressed 
women were more likely to have suffered from being 
orphaned (before age 16) than depressed men. Losing 
a parent in childhood thus seems to make women 
more vulnerable than men to depression and to other 
psychiatric illnesses. 

Depression cuts across class lines [38]. Women’s 
greater proneness to depression than men also cuts 
across class lines [55]. This is in sharp contrast to 
schizophrenia and to the rates for male psychotics, 
which are strongly associated with poverty and social 
disorganization [56-59]. This contrast between de- 
pression and schizophrenia can be understood as re- 
flecting men’s direct participation in competitive 
economic struggles, as compared to women’s relative 
exclusion from the world of work [60]. 

There is some relationship between depression and 
high social class, i.e. more depression has sometimes 
(not always) been reported from the more affluent 
classes [38]. This may be because more affluent 


women have the leisure in which to cultivate ideals of 


devotion to others. Ethnic groups among whom 
women’s devotion to the family is an ideal might be 
expected to show more depression than ethnic groups 
with a less strong tradition for women. Bart [61] pre- 
dicted and confirmed that depression in middle-aged 
women is more frequent among “Jewish mothers” 
than among other women, on the basis of a strong 
Jewish tradition of women’s devotion to the family. 
Along with their exclusion from economic independ- 
ence, women’s biocultural role involves them more 
directly than men in nurturant roles within the family, 
at the risk of the shame of “loss of love” when the 
“nest is empty”’. 

Depressives have been described as “‘over-involved”’ 
with others [18, 54, 62, 63]. There is empirical evidence 
of a connection between depression and _field- 
dependent perceptual style [3]; a connection between 
field-dependence and shame[1l6] and a connection 
between field-dependence and sex [2]. These connec- 
tions support the hypothesis that women’s vulner- 
ability to depression is based on their shame-prone 
superego mode. 


2. THE HYSTERIAS 


(a) Conversion hysteria 

Lewis and Berman [64] showed that within a group 
of patients discharged from a Wisconsin General 
Hospital with a diagnosis of conversion hysteria (this 
group calculated to be 1% of the total diagnoses for 
the year 1963), the ratio was four women to one man. 
A preponderance of women among hystericals was 
also found in a study of mental disorders in Agra, 
India [65]. 

Indirect evidence of a greater frequency of conver- 
sion symptoms in women than in men comes from 
several studies of the discrepancy between “medical” 
and other kinds of symptoms reported by the two 
sexes. In two studies [66,67], women were shown to 
report more complaints than men, although the two 
sexes were equal in the number of actual physical ill- 
nesses. The inference which can be drawn is that some 
of the greater number of complaints by women repre- 
sent conversion symptoms. In another study [68], the 
number of “medical symptoms” was compared to the 
number of “psychiatric symptoms” reported by the 
two sexes. Although in general the number of “‘medi- 
cal symptoms” is a good predictor of psychiatric 
symptomatology and vice versa, women reported 
more “medical” symptoms than men, without a cor- 
responding difference in the number of their 
“psychiatric” symptoms. Again, it is possible to draw 
the inference that women are complaining of more 
conversion symptoms. 

(b) Anxiety hysteria 

A study of anxiety attacks with subsequent agora- 
phobia [69] found a decided preponderance of women 
with this diagnosis in a New York psychiatric hospital 
(Hillside). Marks [70], reporting from England, found 
that two-thirds of agoraphobic patients were women. 

Leighton, Harding, Macklin, MacMillan and Leighton 
[71], reporting from the U.S.A., found that women 
suffer from massive anxiety attacks twice as often as 
men. Among normal people, women also report more 
anxiety than men [2]. 

The relation between the hysterias and repressed 
sexual longings was one of the earliest findings of 
psychoanalysis [72,73], and is still descriptively 
accurate [74]. In modern times, sexual enlightenment 
is more widespread; conversion hysteria has become 
the more frequent lot of uneducated poor, rural 
women [75]. Bart’s findings parallels Kinsey, Pomeroy, 
Martin and Gebhard’s[76], and Rainwater’s [77] 
findings that lower-class women report less frequent 
sexual gratification than their more affluent, better 
educated sisters. 

Hysterical patients are described as “histrionic’’, 
i.e. over-involved in the impression they are making on 
others [73]. There is a link between field-dependence 
and hysterical symptoms [3], once again involving a 
network of connections which suggest that women’s 
proneness to the hysteria is in part based on their 
proneness to shame. 


3. OBSESSIONS AND COMPULSIONS 


(a) Obsessional neurosis 


The evidence for a sex difference in proneness to 
classical obsessional neurosis is sparse, but what there 
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is suggests that men are more often afflicted with it 
than women. A study [78] of 672 patients in psycho- 
analysis reported a preponderance of women over men 
in the hysterical ‘structure’ while men were more 
often than women represented in the compulsive 
“structure”. In a total of 2566 cases seen in a New 
York outpatient clinic between 1947 and 1972, men 
were significantly more often diagnosed obsessional 
neurotic than women [79]. As just indicated, obses- 
sionals are more likely to be field-independent than 
hystericals [3]. In addition to the linkage between 
obsessional neurosis and field independence there is a 
linkage between field independence and “isolation of 
affect” [80, 81], as well as a linkage between field inde- 
This network of linkages 


pendence and guilt [16] 
between 


supports the phenomenological similarity 


guilt and obsessive ideation [4] 


(b) Sexual det compulsions 
There is widespread agreement that many sexual 
deviations are “obligatory compulsions. 
Glover [82] for example, has suggested that the sexual 
perversions The evi- 
rong and unequivocal that men are more 
jations than women. Kinsey ef al. 
g irom the 


lf to a third as many women as men are 


lations 
acts or 


“negative of psychosis’’. 


dence 


prone to s 
7 

that about 
primarily 
New York outpatient psychiatry clinic also show that 
frequently than women for “sexual 


5, 83 “normal” scene, indicate 


r exclusively homosexual. Statistics from a 
men apply more 


problems’’[79]. 


considered against the back- 


deviation ind for “homosexual 
These figure must be 
ground fact that women are more prone than men to 
acknowledge psychological troubles [84]. It is thus 
likely that the greater of homosexuality 
among in both normal and psychiatric popula- 


tions is not an artifact of women’s being better able to 


frequency 


hide their homosexuality, as Socarides has suggested 
[85] 
Stoller [86] and Money and Ehrhardt [87] report that 


men are more prone than women to other sexual 
deviations such as transvestism, fetishism, exhibition- 
ism, voyeurism and child-molesting. Sex offenders, 
i.e. people who have been convicted and jailed for sex 
offenses, are overwhelmingly more often men than 
women [88] 

These findings may reflect the fact that masculine 
gender identity is superimposed on earliest anaclitic 
identifications, with an opposite-sex caretaker, result- 
ing in the “problem” of subsequent identification with 
father [89]. They may also connect with cross-cultural 
evidence that male initiation rites are more frequent 
in patrilocal societies [90], and more severe in “‘absent- 
father’’ societies, i.e. those which segregate women 
and children from adult men [91, 92]. Renunciation of 
earliest anaclitic identifications (feminine) in favor of 
subsequent defensive (masculine) identifications would 
involve men in more aggression against female figures 
[93] and thus in more guilt over adult heterosexual 
choice, with the outcome of more compulsions toward 


sexual deviation than is prevalent in young women. 


4. SCHIZOPHRENIA 


Massive affective withdrawal is a hallmark of schizo- 
phrenia [94]. In this respect a continuum may be 
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observed between the “isolation of affect” which 
characterizes obsessions and compulsions and the 
more massive affective shutdown on schizophrenia. 

Infantile autism has been reported more often in 
boys than girls in the ratio of 4:1[95]. While the 
evidence connecting infantile autism with adult 
schizophrenia is contradictory, autistic children are 
like at least some adult schizophrenics in a failure of 
emotional communication and an “obsessive” interest 
in things [96]. 

Malzberg [40] has shown that first admissions for 
schizophrenia (all forms) into New York State mental 
hospitals involved more men than women from 1910 
to 1944. Malzberg attributes the disappearance of this 
sex difference after 1944 to the establishment of VA 
hospitals in which male patients were segregated. 
Examination of first admissions from 1949 to 1951 
shows [97] that, between the ages of 15 and 30, men 
were much more prone to schizophrenia, all forms, 
than women. For example, in the age range between 
20 and 24, men outnumber women in first admission 
for schizophrenia (per 100,000 population) by nearly 


4 


After the age of 30, the ratio of men to women 
reverses, but the differences are now slight. 

Chesler [42] has adduced evidence that more 
women than men fall ill of schizophrenia; this is part 
of her general thesis that more women than men are 
“psychiatrically involved”. But not all of Chesler’s 
statistics have been prorated per 100,000 of the popu- 
lation, nor has sufficient account been taken of the 
class differences in vulnerability to schizophrenia. A 
graph (p. 325) of first admissions for schizophrenia 
per 100,000 of the population shows more men than 
women between the ages of 18 and 24, a finding which 
is consonant with Malzberg’s. It thus seems reasonable 
to conclude, on balance, that schizophrenia is the 
more frequent illness of (young) men. Chesler acknow- 
ledges that schizophrenia is “crucially different from 
female symptoms such as depression and anxiety” 
(p. 49) 

There is a linkage between paranoia and field- 
independence [3]. There is also a connection between 
field independence and guilt [16]. Taken together with 
the connection between schizophrenia and _ socio- 
economic pressure, these connections suggest that 
men’s greater proneness to schizophrenia is mediated 
in part by their lower level of sociability, their higher 
level of aggression and of resultant guilt. 

There are many implications for the therapeutic 
process of a sex difference in superego mode. These 
can only be briefly suggested here. There is consider- 
able evidence that women have a greater willingness to 
accept the idea of their own mental illness, and they 
have a greater readiness to accept psychiatric help 
than men [83]. This can be understood both as a result 
of lesser pressure on women for individual responsi- 
bility and economic independence, and as a function 
of women’s greater proneness to self-depreciation or 
shame. 

While there are more women patients than men in 
both clinic and private treatment, there are more male 
than female therapists available, and both sexes seem 
to prefer a male therapist [42]. One study showed that, 
in keeping with their generally more positive attitudes 
toward others, women’s attitudes toward psychiatry, 
and specifically their confidence in professionals, is 
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greater than men’s [98]. The picture thus emerges of a 
(shame-prone) woman patient, in a state of “positive” 
transference, trying to tell her troubles to a (guilt- 
prone) male therapist; while a male patient is more 
likely to have a like-sex therapist. 

Hysterical women patients may be especial victims 
of the neglect of shame as a superego mode. The term, 
‘hysterical’ is often used as what Abse [73] calls a 
“defamatory colloquialism”. In spite of a finding that 
conversion hysteria does not occur within the context 
of “hysterical personality” [99], a pejorative attitude 
toward hysterical women persists. Easser and Lesser 
[100] failed to discern the “provocative, seductive, 
exhibitionistic behavior’ commonly ascribed to these 
women patients and they suggest that rigorously 
trained, intellectually oriented psychiatrists do better 
understanding more rigid, intellectual, obsessional 
patients than they do understanding the labile, strong 
feelings of hystericals. It may also be that (guilt- 
prone) male psychiatrists have difficulty understanding 
(shame-prone) women 

It is interesting, in this connection, to compare two 
classical cases of Freud’s—Dora and the Rat-Man 
Freud knew that he had had trouble with the trans- 
ference in Dora’s case. As one reads the case today, 
one is struck by the entirely untypical insensitivity 
with which Frued treated Dora’s humiliated fury at 
the knowledge that she had been used by her father in 
the interests of his affair with Frau K. It is clear that 
Freud (along with Dora) had trouble taking her feel 
ings of mortification “seriously”, to the point of 
noting that Herr K. and Dora’s father had had no 
‘formal agreement in which she was the object of the 
barter” (p. 34). When Deutsch [101] visited Dora some 
25 years later, he also seems to have had little t 


ance for her “‘play-acting’”’. He quotes an informant 


y 
as calling her “‘one of the most repulsive hysterics 
(p. 167). 

In contrast, Freud’s unravelling of the Rat-Man’s 
obsessive symptoms remains a marvel of insight, and 
the symptoms yielded. One may suppose that the 
therapeutic pair in this case were well-matched in their 
superego modes, so that Freud was better able to 


understand the symbolic transformations which occur 
under the press of undischarged guilt, and to manage 
the negative transference. 

Perhaps the greatest gain which might come fron 
attention to sex differences in superego mode is in the 
patient—therapist relationship, and in the working-out 
of the transference. As I have shown in Shame and 
Guilt in the Neurosis |4], unanalyzed shame in the 
transference is a frequent source of negative thera- 
peutic reactions, in both sexes 
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Abstract 


illness with illness behavior, and symptoms with disability 


Many investigators of the sex differences in health confound conception with reporting, 


There is also a tendency to confuse subjects’ 


responses, those attributable to the selective process through which men and women appear at varying 
sources of help, and those due to the attitudes and the behavior of health personnel. This paper 
considers a group of alternative hypotheses that attempt to account for sex differences in health 


Existing data suggest that women seem to report many more subjective symptoms than men 
much of the excess chronic illness reported by women is in part 


and respond to illness and to their life situatio 


ns 


Also, 
a reflection of how they define 


There is a need for developing research designs 


that test alternative conceptions of the sex differences in health more rigorously 


There are at least two points that can be made with 
some certainty about the sociomedical literature on 
sex, illness, and the use of health care services: first, 
there is a relationship consistently reported in the 


literature; and second, discussions and analyses of 


these differences are poorly conceptualized, polemical, 
and not particularly informative. Constance Nathan- 
son [1], who has written one of the more thoughtful 
papers on the subject, states the basic issue: 


“One of the most consistent observations in health survey 
research is that women report symptoms of both physical 
and mental illness and utilize physician and hospital ser- 
vices for these conditions at higher rates than men. At 
the same time, in Western Europe and North America, 
women’s expectation of life at birth has exceeded men’s 
since the 18th century or before, and the gap between the 
sexes both in expectation of life at birth and in age- 
adjusted death rates has continued to increase The 
apparent contradiction between women’s biological advan- 
tage and their unfavorable morbidity experience has 
received surprisingly little attention from 
Explanations have been offered for specific findings, but 
there has been no systematic attempt to account for the 
range of differences between the sexes in reported illness 
and in the utilization of health services” ( 


sociologists 


p. 57) 


The literature on sex differences and health suffers 
from oversimplification and neglect of conceptual and 
methodological problems and from ignorance of the 
rich available sources of data on the topic. Since 
almost every survey of health and health care under- 
taken includes the sex variable, the literature provides 
a vast reservoir of data on this issue available for 
secondary analysis. Thus, it is peculiar that those 
who write on the topic present such limited and frag- 
mentary data, rely on aggregate information without 


*This paper first appeared in the Journal of Human 
Stress. (Vol. 2, no. 4, December, 1976) and is reprinted 
with the permission of “Opinion Publications Inc” 

+ This paper was supported in part by a grant from the 
Robert Wood Johnson Foundation and was presented at 
the Symposium on Sex, Culture, and Illness, Montreal, 
March, 1976. 
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and 


illness 


examining within-category differences, ignore 
obvious distinctions among alternative and 
health care measures. The purpose of this paper is 
(1) to examine some of the key methodological and 
conceptual issues that must be considered in an exam- 
ination of sex differences and health, (2) to consider 
about a dozen alternative hypotheses that might con- 
tribute toward achieving a better understanding of 
such differences, (3) to provide examples of the kinds 
of data already available in the literature that can 
be brought to bear on the issue, and (4) to identify 
the important questions that require further empirical 
examination. 


CONCEPTUAL AND METHODOLOGICAL PROBLEMS 


Measurement of illness 

An epidemiological perspective is the most appro- 
priate framework for addressing the issue of sex differ- 
ences. Such an approach requires an estimate of the 
occurrence of symptoms and illnesses in the popula- 
tion, understanding of who in the population seeks 
care from varying services, and examination of the 
referral process to specialists and hospitals. At the 
community level, understanding of sex differences 
begins with data on the perceptions and experience 
of symptoms and illness. The analytic difficulties 
begin at once, since it is alleged that women in inter- 
views more readily admit symptoms and 
Thus sex differences may be operative at the earliest 
point of data collection. In attacking this problem, 
it is useful to differentiate three types of measurement 
of symptoms and illness: 

(1) Perceptions of symptoms or illness based on the 
subjective appraisal of the respondent in an illness 
interview survey. While these are the most abundant 
available data they are also most suspect, since they 
make it impossible to differentiate what may be inde- 
pendently measured from the subjective response. 
Thus, they confuse symptoms and illness with illness 
behavior. 


distress. 


208 DaAvID MECHANIC 


(2) Physician assessment of patients’ illnesses and 
health status based on a standardized examination. 
Even here, however, the physician assessment may be 
influenced by the way the patient reports the history 
of symptoms and illness. While physician judgments 
are more independent of illness behavior than inter- 
view data, men and women may shape the physician’s 
perceptions differently. Moreover, physicians come to 
such interviews with varying conceptions of men and 
women patients, which may lead them to perceive 
their reports and reactions differently. 

(3) The most valid data are standardized tests and 
observations that are not dependent on patient 
reports or their past histories, whether reported di- 
rectly or obtained from medical records. Such records 
are suspect because they are representations of 
patients’ past illness behavior. Standardized measure- 
ments may include X rays, blood pressure, blood and 
urine samples, electrocardiograms, and so on. Some 
of these measures such as blood pressure are highly 
responsive to the testing situation[2], and men and 
women may respond differently to such situations, 
contributing to some bias in these measurements. 

One necessary type of analysis is to examine sex 
differences between interview survey data, exami- 
nation surveys, and standard multiphasic measures for 
comparable variables. Thus, one can compare 
reported hypertension, physician assessments of 
hypertension, and actual blood pressure levels in men 
and women to assess the degree of difference between 
the sexes in each case[3]. To the extent that these 
sources of data yield very different or contradictory 
results, they become suspect. Unfortunately, there are 


only a limited number of areas where such compari- 
son is possible, but even these limited contexts might 


help clarify ambiguous issues 


Levels of measurement 

Most discussions of sex differences make no distinc- 
tions descriptively or analytically between different 
levels of measurement of illness or illness behavior. 
Three relevant distinctions, in addition to those made 
above, are: (1) differences between reports and behav- 
ior, (2) differences between patient-dependent utiliza- 
tion and physician-dependent utilization, and (3) dif- 


ferences between illness, disability, and limitation of 


mobility. 

Sex differences in rates of utilization of some ser- 
vices cannot be easily interpreted. Such differences 
may reflect real variations in the prevalence of symp- 
toms or variations in the willingness to seek the ser- 
vice, attitudes toward the service, knowledge of the 
service, and expected value from using the service. 
Such differences may also be a product of the varying 
social accessibility of services relative to the way in 
which men and women conceptualize and express 
their problems. Physicians, for example, are more 
tolerant of neurosis (a female pattern) than they are 
of alcoholism or drug addiction (male patterns). A 
related issue concerns the alternative services that 
may be available to a person with a particular type 
of problem, and how such availability affects rates 
of utilization of any single agency. 

A second distinction involves the extent to which 
utilization is more or less influenced by the patient’s 
illness behavior as compared with physician decisions 


or the organization of medical care. Many physicians’ 
visits, for example, are largely determined by patient 
decisions. However, some types of physician utiliza- 
tion—such as revisits, required examinations, or visits 
following acute injuries—may be more influenced by 
the doctor or by situational requirements unrelated 
to the patient’s illness behavior. While most out- 
patient visits may be thought of as patient-generated, 
much of medical care is highly influenced by phys- 
ician decisions, and differences on indicators of care 
(e.g. procedures ordered, surgical rates, hospitaliza- 
tion, referral to specialists) are far more difficult to 
interpret on the basis of patient characteristics. Differ- 
ences in these rates may reflect true differences in 
morbidity, differences in patient-generated utilization 
which give physicians more opportunity to observe 
and detect illness, differences in the manner in which 
patients present their symptoms, or differences in 
physicians’ attitudes toward men and women patients 
and how they process men and women with compar- 
able symptoms. Physicians are more likely to regard 
women as hypochondriacal, but it is not clear to what 
extent this reflects patient behavior, physician sociali- 
zation, or both. 

In short, it is difficult to interpret utilization rates 
under control of the physician without more data 
than are usually available. Looking at aggregate data, 
for example, there is a large sex difference in rates 
of hospitalization, but this is substantially reduced if 
correction is made for obstetrical admissions [4]. 
Moreover, in the process of seeking prenatal and 
obstetrical care, women are likely to become aware 
of other problems requiring medical care. Since 
women seek more ambulatory care than men, and 
since the patient’s appearance at an ambulatory facili- 
ty is a prerequisite for evaluation and subsequent 
hospitalization, remaining differences in rates of 
hospitalization may largely be a product of different 
initial rates of contact. Contrary to many preconcep- 
tions, when ambulatory use is facilitated, it is less 
a substitution for hospital services than an oppor- 
tunity for further assessment and referral [5, 6]. Mak- 
ing sense of varying hospital rates requires a correc- 
tion for both differential need and varying rates of 
initial contact with the health care delivery system. 
From an epidemiological standpoint, it is more pro- 
ductive to examine utilization rates among men and 
women known to have comparable morbidity of 
specific types than to attempt to deal with the prob- 
lem in the aggregate. 

The third item relevant to levels of measurement 
is to differentiate illness, disability, limitation of ac- 
tivity, and mobility. Disability as measured in house- 
hold interview surveys is more a social concept than 
a physical one. Whether people go to work, stay in 
bed, or assume the sick role in some other way 
depends not only on their symptoms but also on atti- 
tudes toward their obligations and the requirements 
of their social situation [7]. Women may more readily 
report social disability because their life situations 
make it more possible without high social costs, or 
because cultural expectations affecting women are 
more permissive. Such measures may reflect real dif- 
ferences in morbidity, but this is not obvious from 
the data. As a beginning, it would be useful to com- 
pare working women and men of comparable age, 
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particularly where there are no dependent children 
in the household. Also, it would be useful to compare 
more objective measures of disability based on 
observer ratings with the usual subjective measures. 
The data are unwieldy, but they are available and 
probably can be brought together. 

It is important to differentiate the measures of 
social disability with more severe measures of limi- 
tation of mobility and activity [8]. In doing this, pre- 
cise age controls are essential. Superficial examination 
of these data suggests that sex differences are much 
smaller on such measures than the social disability 
indices [9]. 

Physical, psychological and behavioral symptoms 

A major difficulty in any type of aggregate com- 
parison of men and women is sampling adequately 
from the population of possible symptoms and means 
of expressing distress. Men and women express dis- 
tress differently, and yet most surveys of illness and 
distress pay little attention to types of acting-out be- 
havior typical of male response patterns [10]. The lar- 
gest sex differences in symptomatology found in sur- 
veys are in the areas of expression of subjective dis- 
tress and psychophysiological reactions. Such behav- 
lors as aggressiveness, violence, smoking, and alcohol 
and drug abuse, found much more commonly among 
men [11], are less frequently measured 

Although more illnesses generally are reported for 
women than for men, there are many categories of 
illness where male prevalence is considerably higher 
than female prevalence. Even in the area of psycho- 
logical distress, where the differences are very large 
and consistent across items and across studies, there 
is substantial variability that has been neglected [10] 
For example, the National Center for Health Stat- 
istics interviewed a national sample concerning 12 in- 
dicators of psychological distress [12]. While women 
reported a higher prevalence in every case, the magni- 
tude of the sex differences varied considerably. The 
excess for women was highest for such items as hav- 
ing had a nervous breakdown, feeling an impending ner- 
vous breakdown, inertia, headaches, insomnia, and 
fainting. Differences were much smaller for trembling 
hands, perspiring hands, and heart palpitations. Con- 
ditions with differences of intermediate size included 
nervousness, dizziness, and nightmares. In an epide- 
miological survey dealing with psychological distress 
among college students, we have also found that while 
women report an excess of most psychological symp- 
toms, men report more difficulties with alcohol 
[13,14]. In examining sex differences in relation to 
distress, we find that more women report tenseness, 
nervousness, lack of energy, headaches, feeling hot all 
over, personal worries that make one physically sick, 
being the worrying type, being bothered by night- 
mares, feeling an impending nervous breakdown, diz- 
ziness, and anxiety. The sex differences are smaller 
for such items as chronic indigestion—heartburn, ner- 
vous stomach, boredom, acid or sour stomach, full- 
ness or clogging in head or nose, perspiring hands, 
heart beating fast, and paranoia. 

Although some of the variations in these epidemio- 
logical studies may be chance findings, a review of 
existing morbidity reports[15,16] suggests that the 
sex differences are not simply due to a tendency of 


women to report all symptoms more readily. While 
there may be such a reporting response tendency 
among women, it is a selective one. The hypothesis 
that men are more inhibited in reporting certain types 
of symptoms (such as feeling an impending nervous 
breakdown) is more consistent with existing data than 
the counterhypothesis that women have a generalized 
tendency to report more symptoms of all types. 
Because of the variability in sex differences by 
symptom and condition, it is very difficult to build 
unbiased aggregate indices. For example, it has been 
alleged that women have more mental illness than 
men due to the stressful roles of women. Conceivably, 
the hypothesis is correct, but there is little convincing 
data. One frequently cited investigation, for example, 
defined mental illness as the psychoses and neuroses, 
eliminating from consideration such entities as alco- 
holism, personality disorders, or acting-out beha- 
viors—patterns all occurring more frequently among 
men [17] 
only is the aggregate measure clearly biased, but it 
it also combines contradictory patterns. While women 


Such analyses are useless or worse. Not 


are more frequently diagnosed as neurotic than men, 
they are not more frequently diagnosed as schizo- 
phrenic [11]. Since a diagnosis of neurosis, which is 
a much less stable and reliable diagnostic assessment, 


is made much more frequently than a diagnosis of 


schizophrenia, the aggregate combination of data is 


predetermined to yield a higher prevalence among 


women [ 18]. 

Although it is a formidable methodological prob- 
lem which may not be resolvable, existing measures 
of distress ideally should be broadened to include 
more of the behavioral dimensions characteristic of 
as expression of anger, violence, 


male distress, such 


Santas tr sane id the like. The proble largely theo 
drinking, and the IIikeé ne proviem Is targely theo- 


retical, in that a solution requires definition of the 
appropriate boundaries between distress and cultur- 
ally learned patterns of acceptable response. For the 
present it seems most productive to focus on careful 
exploration of variations between men and women 
in reporting symptoms, expressing distress, and seek- 
ing care in response to specific types of problems 
The internal contradictions that such analysis will 
yield are likely to be helpful in 


more focused way 


posing issues In a 


The problem of proxy response 

Some of the differences in published data concern- 
ing prevalence of illness and use of services may be 
due to proxy effects [19, 20]. It is common for surveys 
' respondents not only 
other 
more 


to pool data reported by 


concerning themselves but also concerning 
members of their families. Women are much 
likely to be respondents in such surveys than men, 
and it is well established that respondents report 
more illness and use of care for themselves than for 
other members of the family about whom they report. 
Thus, published moribidity data are usually inappro- 
priate for analysis of sex differences, unless the data 
available disaggregate self-reports and proxy reports 
by sex. While this is a necessary caution, it should 
be clear that many of the sex differences reported in 
the literature are not simply proxy effects, but have 
been found in situations where men and women 
report for themselves. 
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HYPOTHESES CONCERNING 
SEX DIFFERENCES 


The problem of sex differences can be pursued use- 
fully through empirical analysis guided by a coherent 
theoretical approach. Sex differences in use of services 
are conceptualized as a product of a series of stages, 
with each succeeding stage in part dependent on the 
prior one. Four such stages are the occurrence of 
symptoms, the perception and reporting of symptoms, 
the utilization of first-contact medical care services, 
and the overall utilization of services and procedures. 
Before describing issues pertinent to each stage, it is 
useful to review briefly the social construction of ill- 
ness and medical services. 

It is widely recognized that the definition of illness 
is arbitrary and based on social and cultural under- 
standings [8]. In modern societies there has been a 
growing medicalization of social problems, personal 
distress, and social deviance, which provides oppor- 
tunities for persons to construe personal malaise as 
illness. Existing medical services may be more or less 
cooperative in encouraging or supporting such defini- 
tions. Persons experiencing distress, for whatever 
reason, may come to define it from a medical, psycho- 
logical, moral, or social standpoint; and it is through 
these processes of definition and interpretation that 
concepts of illness become crystallized and action 
plans are formulated [21, 22]. It is important that -we 
be aware that illness is a social construction, and how 
unorganized conceptions of illness become defined 
has an important effect on whether help will be 
sought and the type of practitioner that is likely to 
be consulted. 

Medical services are organized around dominant 
cultural conceptions of illness and services appro- 
priate to its treatment. Obstetrical services, for 
example, constitute an important component of hos- 
pital use, but it is not difficult to conceive of a system 
in which pregnancy and birth would be handled 
almost completely outside the traditional medical sys- 
tem with much less dependence on medical tech- 
nology and management. Nor would it be difficult 
to conceive of the complete medicalization of anti- 
social behavior; Samuel Butler made the case con- 
vincingly enough in 1872[23]. A somewhat more 
subtle pattern is the sex-typing of services as much 
on a cultural basis as on a biological one. Thus, 
family planning and contraception are largely seen 
as services for women; services for female types of 
psychopathology (e.g. neuroses) are more commonly 
available than those for men (e.g. alcoholism and drug 
addiction). Sexually promiscuous women in the past 
have been more likely to be treated than their male 
counterparts, and plastic surgery has no small rela- 
tionship to cultural concepts of attractiveness. To the 
extent that the structure of services and the definition 
of problems are sex-typed, such cultural patterning 
may be the source of aggregate differences in rates 
of utilization. 


Occurrence of symptoms 


Existing data on acute and chronic disorders show 
considerable differences in patterns of disease in men 
and women, many of which are likely to have a bio- 
logical basis. Even in the area of psychological dis- 


tress where sex differences are consistently found and 
where a biological argument is more difficult to docu- 
ment, it is plausible that observed differences reflect 
biological as well as social conditioning. For example, 
Marks [24], in discussing the higher rate of phobic 
reactions among women, attributes the difference in 
part to circulating androgens. Other interpretations 
of differential symptom occurrence among men and 
women include varying exposure to risk factors and 
social stresses associated with the roles of men and 
women in modern society. 

It is extraordinarily difficult to locate aggregate 
data on illness rates by sex that meet the criteria de- 
scribed earlier in this paper for independence of 
patient perceptions. Although there are data available 
from standardized multiphasic screening procedures, 
they have not been used for carefully studying sex 
differences. In the 1950s various studies were carried 
out under the sponsorship of the Commission on 
Chronic Illness, including surveys in Hunterdon 
County in New Jersey [25] and in Baltimore [26]. In 
Hunterdon County a sample of 846 patients was clini- 
cally evaluated by three physicians. Men were found 
to have 2.7 chronic conditions compared with 2.5 for 
women. The slight male excess was inconsistent by 
age group, however. Diseases found to be more preva- 
lent among males included tuberculosis, other infec- 
tive and parasitic disease, arteriosclerotic heart dis- 
ease, hemorrhoids, respiratory diseases, stomach 
ulcers, and abdominal hernias. Conditions more com- 
mon among women included neoplasms, asthma, thy- 
roid disease, diabetes mellitus, obesity, varicose veins 
of the lower extremities, and gallbladder diseases [25, 
p. 156]. In this study, a large number of screening tests 
were also administered to the sample. Eighty per cent 
ofthe men, but only two-thirds of the women, had some 
abnormal finding (p. 274). The examinations carried 
out in Baltimore [26], however, found women to have 
more chronic disease. The age-adjusted number of 
complaints for men was 1.4 and for women 1.7 (p. 50). 

In a study carried out by the National Center for 
Health Statistics, diagnoses of hypertension and heart 
disease were compared for 6672 adults when obtained 
through the health examination survey and through 
a self-administered medical history[3]. When the 
medical history was used, diagnoses among women 
far outnumbered those among men: 441 to 355 for 
heart disease and 709 to 431 for hypertension. With 
examinations, however, the comparable numbers were 
794 and 806 for heart disease and 977 and 966 for 
hypertension. These and other data make measures 
of chronic disease by sex based on a self-reported 
medical history appear highly suspect. 

There are serious problems in using reported symp- 
toms to diagnose hypertension and many other dis- 
orders [27]. In the above study the symptoms used 
in the medical history as possible indicators of hyper- 
tension were headaches, nosebleeds, tinnitus, dizzi- 
ness, and fainting. Women were substantially more 
likely to report headaches, dizziness, and fainting, but 
these symptoms are probably more indicative of other 
problems than hypertension [3, p.65]. Women were not 
very different from men in reports of nosebleeds. 
Although women reported tinnitus more frequently, 
excess in reported prevalence was not as large as the 
symptoms referred to earlier. It is worthy of emphasis 
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that sex differences in reporting are smallest or non- 
existent in regard to the most tangible and observabl 
of the symptom items [10]. 

Reported rates of chronic disease, when compared 
with medical record information, are not substantially 
influenced by sex, although both sources of informa- 
tion may be biased in the same way. In a methodo- 
logical study designed to examine such differences in 
chronic disease reporting, men and women were not 
found to be very different in rates of underreporting. 
Women, however, reported more conditions in inter- 
views that were not verified by the medical records 
(45°,, as compared with 37°%,) [28, p. 7]. 


Perception and acknowledgement of symptoms 

Women may perceive more symptoms than men 
because they have more interest in health and more 
health knowledge [29]. Alternatively, women may not 
perceive any more symptoms than men, but they may 
be more willing to report symptoms to an interviewer 
This is consistent with socialization patterns which 
allow women to complain more readily and to appear 
less stoical. These sex differences in response to symp- 
toms are apparent in young children, and they in- 
crease as the children become older [30] 

A more subtle interpretation to explain sex differ- 
ences is the argument that the perception of symp- 
toms is dependent in part on what people do abou 
them. Bem[31] has presented a theoretical social 
psychological analysis based on the idea that external 
circumstances and behavior help people interpret 
their internal feelings. Women, for example, because 
of their social roles, may be able to accept illness and 
accommodate to it with than men. 
Thus, women may be more ready to respond to unor- 
ganized symptoms and distress by limiting their ac- 
tivities, taking some bed rest, or using some other 
measures. Men may be more likely to deny vague, 
unorganized symptoms. If women are more likely to 
take some action, it is probable that they also are 
more likely to organize a perception of the incident 
as an illness and to report it. There is good evidence 
that persons are more likely to report symptoms if 
they did something about them; the more salient the 
action, the greater the recall [20]. To the extent that 
women take more actions or use more medications, 
they should be more likely to conceptualize the situ- 
ation as one involving illness. There is substantial evi- 
dence that women use much more medication than 
men, particularly psychoactive drugs [32-34]. 


less social cost 


Utilization of first-contact medical care services 

Empirically it has not been possible to account for 
sex differences even when many other variables have 
been taken into account. For example, Tessler et al 
[35], in a prospective study of enrollees in a prepaid 
group practice, examined the role of sex on utiliza- 
tion, controlling for a variety of sociodemographic, 
attitudinal, health status and distress variables. Sex 
continued to have a significant direct effect on utiliza- 
tion despite the control of these other factors. Simi- 
larly, Greenley and Mechanic [36] examined the use 
of psychiatric and counselling services among stu- 
dents in a university population. Sex was one of the 
most influential variables affecting use of these ser- 
vices, regardless of the controls utilized. Hankin [37], 


using the same sample, found that sex was the most 
influential variable in explaining student health ser- 
vice utilization. Controlling for other factors did not 
substantially reduce the influence of the sex variable. 

The World Health Organization International Col- 
laborative Study of Medical Care Utilization is a rich 
source of data for further analysis of sex differences. 
A comparable utilization survey was carried out in 
12 population areas in seven countries [38]. In each 
of the 12 study areas women were more likely than 
men to report contact with a physician during the 
prior two weeks. This finding was consistent for the 
vast majority of comparisons by age, although there 
were some exceptions [39, p. 145]. As part of their 
analysis, the investigators report beta coefficients for 


sex in each of the study areas for both adults and 
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children, based on a large number of 


variables including sever predispos- 
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rs, and four enabling factors. The resulting 
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One possible explanation is that women are more 
dependent and affiliative and, thus, are more likely 
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only 59% of the boys had similar 
Most data on health services utilization for children 
indicate few sex differences, probably because the 
mother usually makes decisions about utilization for 
both boys and girls. Lewis and his colleagues [40], 
however, established a child-initiated health care ser- 
vice in an experimental school in Los Angeles, and 
monitored utilization over two academic years. They 
found that girls ages 5-1 

much more frequently than boys: girls used a mean 
of 4.1 services as compared with 2.5 among boys dur- 
ing the first year; comparable figures for the second 
Fifteen per cent of 


12 used these health services 


year were 4.8 and 3.3 (p. 203) 
the children accounted for use of approximately half 
of the services, and girls were much more likely to 
be high users. 

Data from the National Ambulatory Medical Care 


Survey indicate that physicians are less likely to 


2i2 DAVID MECHANIC 


regard the principal problems reported by women as 
serious compared with the problems of men; while 
22°, of men’s problems were seen as serious or very 
serious, the comparable percentage for women was 
17°. These data are consistent with the hypothesis 
of greater readiness to use among 
women [41], and also with the hypothesis of sex bias 
among physicians. 

It is not clear from existing studies whether the 
higher rate of utilization among women represents 
a universal response or whether it is specific only to 
certain types of services and help-seeking patterns 
that are culturally defined as more feminine. Greenley 
and Mechanic [36], in a study of university students, 
found that women were significantly more likely to 


services 


use psychiatric, counseling, and general medical ser- 
vices. They were only slightly more likely to use re- 
ligious counselors (not statistically significant) and no 
more likely than men to use other formal personnel 
such as dormitory counselors or faculty. These data 
suggest that while the sex differences are substantial 
related and _ psychologically 


agencies, sex differences are not necessarily 


to medically 


for all possible affiliative or helping rela- 
tionships 
In a national survey of mental health problems and 
help-seeking, Gurin et al. [42] report no consistent 
overall relationship between sex and source of help 
consulted except for the use of physicians. Unfortu- 
nately, since these data are presented only for people 
who actually sought help, the data presentation is not 
really appropriate to examine the question posed. 
Another interpretation of women’s greater use of 
services relates to the relative convenience and ac- 
men and women. As the 
argument goes, women have more time and greater 
flexibility 
waiting than men who frequently must lose time from 
work. This issue, of course, is amenable to analysis 
by separating women in the work force from those 
who are not, although data on sex differences almost 
never have been presented with such controls. In a 
population enrolled in a prepaid group practice, 
employment status increased the use of services, even 


cessibility of services for 


in scheduling, and suffer less costs from 


when controlling for age, income, marital status, sex, 
and a variety of other variables [35]. Thus, the view 
that employed people have greater difficulty in finding 
time to use physicians 1s not necessarily correct. 

A variation on this view is that the sick role is 
more consistent with women’s role obligations. As 
Nathanson has noted [1], a major implication of this 
view is that 
“women a large number of role obligations will be 
unlikely to adopt the sick role. This proposition is sup- 
ported by two sets of findings, that mothers with pre- 
levels of illness behavior, and 
that employed women report less illness than housewives 
Rivkin also found that married women reported fewer ill- 
nesses than women who were single, widowed or divorced, 
and interprets her findings as resulting from married 
women’s more demanding roles.” (p. 61). 


school children show low 


This hypothesis is a subtle one and difficult to test 
without considerable data on the circumstances sur- 
rounding family life. Although mothers with more 
children, and those who are more isolated from com- 
munity social support systems, use less care, this may 


be a result of the burden of their social situation, 
perceived costs in seeking care due to the lack of 
availability of help or transportation, or the fact that 
they have very different attitudes and perspectives 
[43]. In general, however, the hypothesis that 
women’s usual role obligations are more consistent 
with being sick and seeking care is plausible and is 
worthy of more careful investigation with appropriate 
controls. 

The area where the hypothesis of consistency of 
illness with women’s role obligations may have great- 
est interpretive power is in relation to limitation of 
activity. A housewife, for example, has much greater 
flexibility in the case of illness than someone in the 
work force, and such potential flexibility may in- 
fluence how illness is defined. Women consistently 
report more disability days than men for acute illness 
and longer duration of restricted activity and bed dis- 
ability [44]. This excess of reported disability exists 
for every diagnostic category except injuries, where 
men report a much higher prevalence and level of 
disability. In contrast, boys ages 6-16 have a higher 
rate of days lost from school because of acute illness 
than girls [44]. Women currently employed reported, 
on the average, more days lost from work because 
of acute illness than men[44], but the work force 
definition is not sufficiently precise to discount the 
possibility that the differences between work situ- 
ations among men and women may account for this 
difference. In contrast, more men report limitation of 
activity due to chronic disease than women [9, p. 6], 
and there is very little difference between men and 
women in limitation of mobility. While men are more 
likely to report they are unable to carry on a major 
activity, women more readily indicate they must limit 
the amount or kind of major activity. These reports 
seem to relate to usual social roles, where housewives 
have greater flexibility [9, p. 8]. 


Referral to more intensive health care services 

Since rates of referral are likely to be a function 
in part of rates of initial contact, it is not surprising 
that women should also have higher rates of many 
types of specialized care. While it is plausible to an- 
ticipate that physicians’ sexual stereotypes influence 
how patients are evaluated and referred, hard data 
on such patterns of behavior are difficult to obtain. 
Women’s illnesses are more likely to be characterized 
by physicians as having psychogenic origins, but it 
is not clear whether this is due to the types of symp- 
toms women are more likely to report, the way they 
express their distress, or the sexual stereotypes of 
male physicians. 


CONCLUSION 


Understanding the relationship between sex and 
use of services is more tricky than existing discussions 
indicate. It encompasses a variety of theoretical and 
methodological issues and enormously difficult 
measurement problems. It seems clear that many in- 
vestigators confound perceptions with reporting, ill- 
ness with illness behavior, and symptoms with dis- 
ability. Moreover, there is a tendency to confuse re- 
sponses due to the respondent, those attributable to 
the selective process through which men and women 
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appear at varying sources of help, and those due to 
the attitudes and behavior of health personnel. 

It is clear that there is large variability in responses 
of men and women depending on the illness condition 
or symptoms involved. It would be useful if 
researchers gave attention to such differences rather 
than to the formulation of global hypotheses. Existing 
data from health examination surveys suggest that 
much of the excess chronic illness reported by women 
relative to men is probably a reflection in part of 
how they define and respond to illness and to their 
life situations. Differences either disappear or become 
much smaller when objective measures are used, when 
the symptoms of the illness are more tangible and 
visible, or when a greater degree of incapacity or im- 
pairment is evident. Women seem to report many 
more subjective symptoms than men, particularly 
those symptoms that may be indicative of either 
physical disease or psychological distress. These gen- 
eral psychophysiological symptom items, which could 
be indicative of either somatic illness or psychological 
distress, result probably in distorted estimates of both 

While it is difficult to support the argument that 
women have more illness than men, they apparently 
feel or express more subjective distress of all kinds. 
Although cultural learning, dependency patterns, life 
situations, and modes of expressing distress may all 
be relevant to understanding different behaviors in 
regard to health among men and women, this papet 
has tried to demonstrate that simplistic interpre- 
tations based on these ideas do not adequately 
account for the known facts. If women express illness 
differently, or report symptoms more readily, they do 
not do this uniformly in response to all types of symp- 
toms. If women are more inclined to seek help 
because they are more dependent or affiliative, such 
patterns are to some extent selective and do not 
generalize to all sources of assistance. If we are deal- 
ing primarily with culturally learned differences, then 
we would benefit from more comparisons across 
nations where sex roles and sex role learning are more 
or less traditional. The World Health Organization 
International Collaborative Study of Medical Care 
Utilization would be a rich source of secondary data 
for such analysis [39]. 

The field is characterized by a great deal of data 
yet to be organized and too much speculation 
divorced from these data. What is needed is more 
careful specification of the problem, the design of 
various analyses to test alternative conceptions, and 
application of these conceptions to existing and new 
data. 

REFERENCES 


Nathanson C. Illness and the feminine role: a theoreti- 
cal review. Soc. Sci. Med. 9, 57, 1975 

Fletcher C. M. and Oldham P. D. Diagnosis in grou; 
research. Medical Surveys and Clinical Trials (Edited 
by Witts L. J.). Oxford University Press, London, 1959 
Three Views of Hypertension and Heart Disease, Series 
2, No. 22. National Center for Health Statistics, Wash- 
ington, D.C., 1967. 

. Aday L. A. The Utilization of Health Services: Indices 
and Correlates. DHEW Pub. No. (HSM) 73-3003 
National Center for Health Services Research and 
Development, Washington, D.C., 1972. 

Lewis C. and Kearnes H. W. Controlling costs of medi- 


cal care by expanding coverage: study of a paradox. 
New Engl. J. Med. 282, 1405, 1970 

Mechanic D. The Growth of Bureaucratic Medicine: 
An Inquiry into the Dynamics of Patient Behavior and 
the Organization of Medical Care, p. 89. Wiley- 
Interscience, New York, 1976. 
Mechanic D. Discussion of research programs on rela- 
tions between stressful life events and episodes of 
physical illness. Stressful Life Events: Their Nature 
and Effects (Edited by Dohrenwend B. S. and Dohren- 
wend B. P.), pp. 87-97. Wiley-Interscience, New York, 
1974. 

Mechanic D. Medical Sociology: A Selective View. Free 
Press, New York, 1968. 

Limitations of Activity and Mobility Due to Chronic 
Conditions—1972. Series 10, No. 96. National Center 
for Health Statistics, Washington, D.C., 1974 

Phillips D. and Segal B. Sexual status and psychiatric 
symptoms. Am. sociol. Rev. 34, 58, 1969 

Dohrenwend B. and Dohrenwend B. S. Social Status 
and Psychological Disorder: A Causal Inquiry. Wiley- 
Interscience, New York, 1969 

Selected Symptoms of Psychological Distress. Series 11, 
No. 37. National Center for Health Statisti Wash- 
ington, D.C., 1970 

Mechanic D. and Greenley J. R. The prevalence of 
psychological distress and hel 
student population. Soc. Psychiat. 11, 1, 1976 
Newmann J. P. Sex differences in life problems and 
psychological distress. Master’s Thesis, University of 
Wisconsin-Madison, 1975 

Prevalence of Chronic Circulatory Conditions—1972 
Series 10, No. 94. National Center for Health Statistics, 
Washington, D.C., 1974 

Prevalence of Chronic Skin and Musculoskelet 

tions, Series 10, No. 92. National Center 

Statistics, Washington, D.C., 197 

Gove W.R. and Tudor 

i ness. Am. J. So 78, 812 
Dohrenwend B. and Dohrenwend B. S. Social 

} ] > 

Ve 


p-seexing im a coliege 


tural influences on psychopathology. A 

25, 417, 1974 

Feldman J. The househo 
I collection 


1960 


jushin C. Why P. 

ew York, 1969 
Mechanic D. Sociocultural and social-p 
affecting personal responses to psych 
disorder. J. HIth soc. Behav. 16, 393, 1975 

Penguin Books, Baltimore, 
Marks I. Fea ly p 5. Academ 
New York, 1969 
Trussell R. and Elinson J. Chronic Illness in a Rural 
{rea: The Hunterdon Study. Harvard University Pre 
Cambridge, 1959 
Commission 
( The Baltin 

Press, Cambridge, 1957 
Crandell D. L. and Dohrenwend B. P. Some relations 
among psychiatric symptoms, organic illness and 
social class. Am. J. Psychiat. 123, 1527, 1967 
Net Differences in Interview Data on Chronic Conditions 
and Information Derived from Medical Records. Series 
2. No. 57. National Center for Health Statistics, Wash- 
ington, D.C., 1973. 
Feldman J. The Dissemination of Health Information, 
pp. 112-113. Aldine, Chicago, 1966 
Mechanic D. The influence of mothers on_ their 
children’s health attitudes and behavior. Pediatrics 33, 
444, 1964. 


Davip MECHANIC 


Bem D. J. An experimental analysis of self-persuasion. 
fi exp. SOC. Psychol. 1, 199, 1965. 

Cooperstock R. Sex differences in the use of mood- 
modifying drugs: an explanatory model. J. Hlth soc. 
Behav. 12, 238, 1971. 

Linn L. S. and Davis M. S. The use of psychotherapeu- 
tic drugs by middle aged women. J. HIth soc. Behav. 
az, 331, 49721 

Dunnell K. and Cartwright A. Medicine Takers, Pre- 
scribers and Hoarders. Routledge & Kegan Paul, Lon- 
don, 1972 

Tessler R.. Mechanic D. and Dimond M. The effect 
of psychological distress on physician utilization: a 
prospective study. J. HIth soc. Behav. 17, 353, 1976 
Greenley J. R. and Mechanic D. Social selection in 
seeking care for psychological problems. J. HIth 
Behav. 17, 249, 1976 

Hankin J. Psychological distress and the use of medical 
services. Ph.D. Dissertation, University of Wisconsin- 
Madison, 1974 

White K. International comparisons of medical care 
Sci. Am. 233, 5 


39. Kohn R. and White K. (Eds.) Health Care—An Inter- 


national Study: Report of the World Health Organiza- 
tion/International Collaborative Study of Medical Care 
Utilization. Oxford University Press, London, 1976. 
Lewis C. et al. Child-initiated care: a study of the 
determinants of the illness behavior of children. Un- 
published manuscript, Center for Health Sciences, Uni- 
versity of California-Los Angeles, 1975. 
Health—United States, 1975. DHEW Publication No. 
(HRA) 76-1232, p. 299. National Center for Health 
Statistics, Rockville, Md., 1976. 


. Gurin G., Veroff J. and Feld S. Americans View their 


Mental Health. Basic Books, New York, 1960 
Slesinger D. The utilization of preventive medical 
services by urban black mothers. In The Growth of 
Bureaucratic Medicine. (Edited by Mechanic D.), pp. 
197-219. Wiley-Interscience, New York, 1976. 

{cute Conditions: Incidence and Associated Disability 
United States, July, 1973-June 1974, Series 10, No. 
102, pp. 3, 21, 23. National Center for Health Statistics, 
Rockville, Md., 1975 


Soc. Sci. & Med., Vol. 12B, pp. 215 to 218 0037-—7856/78/0715—0215$02.00/0 


© Pergamon Press Ltd. 1978. Printed in Great Britain 


LA FEMME DANS LA MEDECINE TRADITIONNELLE 
MEXICAINE 


MICHEL TOUSIGNANT 
Département de Psychologie, Université du Québec a Montréal, C.P. 8888, 
Montréal, Qué., Canada 


Abstract—This essay highlights the increasing importance of women in the folk-medicine of southern 
Mexico. This change has undoubtedly been prepared by the disintegration of organized groups of healers 
and by the decreasing status of the profession, but structural analysis of the situation suggests an addition- 
al explanation. The healing ritual is viewed here as a process in which sexual roles are reversed. In this 
ritual, women assume a status which is refused to them in social life. The reversal of roles thus serves to 
counterbalance the overemphasis of male values in the Mexican culture 


croissante de la femme dans la médecine traditionelle 


Résumé—Cet essai met en lumiére l’importance I 
d’une région mexicaine. La désintégration des corporations de guérisseurs de méme que le statut de- 
croissant de cette profession n’ont certainement pas été étrangers a ce changement. Une analyse structur- 
ale jette cependant un nouvel éclairage sur la situation. Le rituel thérapeutique donne lieu a une certaine 
inversion des réles sexuels. La femme obtient donc de ce fait une positon qu’on lui refuse dans la vie 


quotidienne. L’inversion servirait ainsi a équilibrer la place exagérée accordée aux valeurs masculines 


dans la culture mexicaine. 


La femme vient de pénétrer aprés de multiples efforts 
le chateau fort masculin de la médecine occidentale. 
Cette victoire demeure cependant mitigée. Les candi- 
dates féminines ne se sentent pas encore complétement 
a l’aise dans tous les secteurs de cette pratique et elles 
évitent ceux ot elles ne se voient pas acceptées trés 
chaleureusement. Chez les curanderos ou guérisseurs 
traditionnels du Mexique, la situation est un peu plus 
avantageuse pour le sexe féminin. Les nouvelles 
venues accédent sans trop de difficultés a la fonction de 
guérisseur et c'est ce phénoméne un peu paradoxal que 
nous allons tenter d’éclaircir au cours de cette présen- 
tation. Nous essaierons aussi de démontrer l’existence 
de certaines relations structurales dans le rapport qui 
unit la guérisseuse 4 son patient. Méme si nos con- 
clusions ne possédent pas d’application directe au 
contexte de la médecine moderne, nous indiquerons 
quelques possibilités d’employer le présent modéle 
d’analyse a cette fin. 

Les guérisseurs traditionnels dans le Mexique con- 
temporain sont en quelque sorte les héritiers des 
chamans de |’Amérique pré-Colombienne. L’essentiel 
de leur pratique thérapeutique consiste a intercéder 
auprés des esprits et a manipuler des symboles 
magiques en vue de produire la guérison. La nature 
des traitements varie beaucoup d’une région a 
l'autre et, parfois, a l’intérieur d’un méme village. Ces 
pratiques jouissent d’une réputation enviable dans les 
classes populaires paysannes et urbaines et elles re- 
cueillent aussi quelques adeptes chez les mieux nantis. 

L’ors d’un séjour de recherche dans |’Etat des 
Chiapas, au Sud du Mexique, j’ai pu observer que 
dans un village particulier, San Diego la Reforma, on 
ne comptait que des femmes parmi les guérisseurs. Elles 
étaient alors trois a se partager la tache. Cette observa- 
tion est en vérité un peu troublante pour l’anthropo- 
logue parce qu’elle s’‘intégre mal avec le tableau d’une 


PA 


société ot! le sexe masculin domine tous les aspects 
importants de la vie sociale. Au début du siécle 
dailleurs, 4 une époque ot les coutumes ancestrales 
étaient mieux respectées, les hommes jouissaient du 
monopole de la profession 

Jose aussi avancer, a 
éparses qui me sont parvenues, que la représentation 


travers les informations 
du groupe féminin parmi les guérisseurs demeure 
relativement élevée dans les autres villages des Chiapas 
ot le mode de vie Indien est en train d’étre progressive- 
ment delaisse. I] ne faudrait pas croire, par contre, 
que la profession a toujours été exclusivement reservée 
aux hommes dans les siécles passés. Ainsi, la com- 
munauté Tzotzil de Zinancantan, dont le régime de vie 
n’a guére été affecté par le courant de modernisation, 
compte un chiffre appréciable de 50 femmes parmi les 
160 chamans locaux [1]. Ce n’est donc pas la présence 
méme des femmes-guérisseurs qui est un fait con- 
temporain, mais bien leur présence en grand nombre. 
Il est important de clarifier toutefois que seules les 
cérémonies a fonction thérapeutique sont permises 
aux femmes-chamans de Zinacantan et qu’elles ne 
peuvent en rien présider aux rites a caractére plus 
religieux. L’entrée dans le systeme hiérarchique leur 
est d’ailleurs refusée. 

Robert Redfield [2], consacre quelques pages de son 
livre The Folk Culture of Yucatan au phénoméne de 
l'apparition récente de la femme dans le rdle de 
guérisseur a |’intérieur de cette péninsule. [1 rapporte 
que dans la localité de Dzitas, qui lui est plus familiére, 
le seul guérisseur est une femme du nom d’Aurelia. 
La dame suffit amplement a répondre a la demande du 
village. En effet, les familles respectables ainsi que la 
majorité des hommes se dirigent vers des ressources 
extérieures, entre autre chez les médecins, afin 
d’obtenir un soulagement a leurs maladies. Redfield 
note donc qu’en méme temps que la femme commence 
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a revendiquer Il’accés a la fonction de guérisseur, la 
profession voit son statut s’effriter. I] en conclut que 
la culture locale est en train de passer d’un stade ou 
‘homme est a la fois prétre et chaman a un autre ou 
la femme prend la reléve, mais en tant que simple 
guérisseuse. Et il ajoute que ce passage marque une 
rupture dans le systéme de la folk-médecine, rupture 
qui méne a sa sécularisation. En résumé, la femme peut 
désormais pénétrer sur la scéne d’un sacré dont les 
dieux se sont largement retirés. 

La thése non publée de Hansen (rapportée dans [2]) 
améne quelques éléments nouveaux au débat sans 
pour autant convaincre pleinement. Ce serait la 
désintégration familiale qui forcerait des méres aban- 
données de leurs époux a chercher dans la profession 
de guérisseur un support financier indispensable. 
Conséquemment, dans une société a dominance 
masculine, les hommes délaisseraient une profession 
ou la femme a commencé a s’infiltrer. Ils ne consen- 
tiraient a y retourner qu’en période de dépression 
économique. L’argument de Hansen peut a mon avis 
expliquer pourquoi la femme pénétre sur le marché du 
travail, mais non pas pourquoi elle choisit l’occupa- 
tion de guérisseuse de préférence a une autre. 

La conclusion de Redfield mérite qu’on s’y arréte 
quelque peu car elle offre indéniablement un certain 
attrait. La sécularisation de la profession de guérisseur 
aurait retiré a celle-ci son halo politique et religieux. 
Le guérisseur n’est plus le leader communautaire et le 
garant du code moral. Les dieux ancestraux se sont 
tus et la cérémonie de cure se déroule en marge des 
rites de la religion catholique. L’univers de la folk- 
medecine est ainsi condamné a n’étre plus qu’un 
univers spirituel syncrétique dépourvu de ses éléments 
les plus importants. Que la femme profite alors de la 
non-officialité religieuse des nouveaux rites pour 
s introduire ne lése d’aucune fagon le sexe masculin. 

L’argument de Redfield, qui s’inscrit dans une vision 
globale des transformations affectant la culture pay- 
sanne mexicaine, ne nous parait pas épuiser compléte- 
ment la question. I] nous faut revenir et insister sur le 
fait que la guérisseuse ou curandera préside a un 
rituel, peu importe de quelle instance il reléve. Elle 
maladie a la 


accompagne un passage, celui de la 
santé, non pas uniquement en vertu de connaissances 
acquises, mais parce qu’investie d'un pouvoir sur- 
naturel reconnu par la communauté. 

Apres nous étre adressés aux théoriciens universi- 
taires, nous allons maintenant demander I’avis d’un 
informateur de San Diego la Reforma. La personne 
questionnée a ce propos était 4gée de 23 and et ne 
possédait qu'une ou deux années de scolarisation. 
L’explication fournie faisait référence au fait que les 
guérisseurs devenaient trés souvent la cible d’un 
homicide et qu’ils abandonnaient la profession aux 
femmes parce que celle-ci étaient moins sujettes a 
ce genre d’attaque. Cette explication fait donc état du 
lien extrémement étroit entre les personnages du 
guérisseur et du sorcier. Ce lien repose sur l’ambiguité 
du pouvoir magique, arme a double tranchant qui 
préte son concours autant aux forces du bien qu’aux 
puissances maléfiques. La tentation guette en effet tout 
guérisseur de vouloir faire étalage de son pouvoir 
occulte a des fins égoistes, par exemple pour écarter 
de son chemin un adversaire encombrant. Mais cette 
conduite n’est pas sans provoquer des retombées 


sociales de la part des personnes visées qui se croient 
innocentes. A cet égard, la situation est devenue si 
tendue dans certaines régions des Chiapas que 
ambition de vouloir guérir peut facilement se 
transformer en une attitude suicidaire. Mon infor- 
mateur a sirement raison d’alléguer que la femme est 
davantage protégée. Si elle suscite aussi des soup¢ons, 
de la part des autres femmes en particulier, on 
n’attente pas a sa vie. Son ennemi masculin ne survivrait 
pas a la honte de s’étre attaqué a une femme tandis que 
les femmes n’ont pas Vhabitude de commettre ce 
type de crime. 

La présence du danger homicidaire a indéniable- 
ment contribué au départ des hommes de la pro- 
fession. Ce facteur n’explique cependant pas tout-a- 
fait pourquoi les femmes y sont venues. On doit dire 
d’une part en ce qui concerne les hommes que la mort 
n’est pas un risque a éviter a tout prix, surtout lorsque 
ce risque accorde un pouvoir moral non négligeable. 
Les femmes-guérisseurs, de leur cété, si elles sont 
moins sujettes aux attaques physiques, n’en demeurent 
pas moins vulnérables aux sorts tout-puissants et 
leurs réves attestent de l’angoisse constante a laquelle 
elles sont soumises. 

Une question de méthode exigerait a ce point d’aller 
visiter un village en pleine transition afin de voir 
exactement dans quel contexte s’opére I’entrée de la 
femme dans la profession de guérisseur. Cette situa- 
tion privilégiée a heureusement pu étre observée par 
June Nash [3] lors de son séjour 4 Amatenango del 
Valle (Chiapas) dans les années *60. Le sort a aussi 
voulu que ce village appartienne au groupe linguis- 
tique 7zeltal, dialecte parlé 4 San Diego au debut du 
siécle, et qu il soit situé 4 quelques kilométres seule- 
ment de ce dernier. 

June Nash note donc que les guérisseurs d’Amaten- 
ango appartiennent a un systéme bien organisé 
jusqu’aux environs de 1950. Chaque moitié du village 
posséde son groupe de guérisseurs ordonnés selon une 
hiérarchie bien établie. L’Age donne accés au pouvoir 
au sein de ces corporations entiérement masculines. 
Par la suite, avec l’érosion progressif de l’ordre 
antique, les jeunes guérisseurs, jusque-la trés déférents 
a Végard de leurs ainés, deviennent franchement 
arrogants. Ils exhibent leur pouvoir personnel lors de 
compétitions ot le courage et le sang-froid font oublier 
les vertus de la bienveillante soumission aux pré- 
rogatives de l’age. Les nouveaux prétres s’affrontent 
dans des corridas trés dangeureuses qui n’ont plus 
rien a voir avec les priéres et les demandes d’inter- 
cession. Or, c'est justement a cette €poque ou les 
guérisseurs se croisent dans I’arene au peril de leur vie 
qu'une femme, discrétement, annonce qu'elle pos- 
séde le swayohel, l’Ame animale qui confére le pouvoir 
de guérir. 

Cet exemple, bien qu’anecdotique, laisse croire que 
la femme s’est faufilée a l’intérieur du systéme a la 
suite d’un vide créé par la disparition des croyances 
religieuses, vide qui a été aussi accentué 4 Amatenango 
par un taux d’homicides de guérisseurs trés impres- 
sionnant. La motié d’entre eux ont trouvé la mort de 
cette fagon tragique. Cependant, la situation apparait 
plus embrouillée si ons considére que c’est dans une 
période ot les guérisseurs adoptent les comportements 
les plus éloguemment males—défis, arrogance, insou- 
mission—que la femme accéde enfin a un lieu qui lui 
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était pourtant autrefois plus hospitalier, caractérisé 
alors par la douceur de la parole, la lenteur du geste et 
l’actualisation du code moral. A cet égard, la femme 
fait irruption dans un décor qui lui est somme toute 
peu accueillant. 

L’analyse historique de lévolution du systéme 
social d’Amatenango jette plus de confusion qu’elle 
néclaire. Pourtant, les éléments que nous y observons 
ne sont pas aussi bizarres quils apparaissent a 
premiére vue. Nous le verrons dans l’analyse syn- 
chronique qui suivra et ou il s’agira cette fois d’étudier 
le rapport entre le guérisseur et son patient, et plus 
spécifiquement celui du sexe oppose. 

Nous allons déterminer au préalable a quel type de 
femme on s’adresse pour arréter la maladie. Dans la 
culture mexicaine, comme d’ailleurs dans la majorite 
des cultures, il n’existe pas de rdle figé de la femme sans 
relation a lage. On observe habituellement des 
différences notables entre la jeune femme récemment 
mariée, trés soumise, dont la fonction sociale se 
limite a l’éducation des enfants, et la femme d’un 
certain Age qui acquiert une plus grande indépendance 
et une plus forte personnalité 4 mesure que ses enfants 
deviennent adultes et la liberent de cette fonction 
familiale. Or, c’est le plus souvent a cette seconde 
étape de la carriére feminine, c’est-a-dire aprés 35-40 
ans, que se fait entendre l’appel de la vocation. La 
situation est différente chez homme. On m’a fait part 
un jour qu’un jeune Indien de 18 ans s’était mis a 
guérir au village voisin. Une telle prétention eut été a 
peu pres impensable de la part d’une femme de si jeune 
age. Il est méme 4 toute fin pratique impossible de 
pouvoir aspirer a remplir le rdle d’assistante infirmiére 
avant d’atteindre la trentaine dans le village de San 
Diego. 

Ce point clarifié, il sera maintenant nécessaire de 
faire un bref rappel de la fonction précise du rituel 
dans une culture puisque celui-ci se situe au centre 
méme du traitement thérapeutique. Les travaux de 
Victor Turner [4] illustrent abondamment |l’aspect 
dynamique du rituel et la fagon dont il s’intégre a tout 
le tissus social de la vie quotidienne. Le rituel sert 
d’abord a marquer dans un permier temps les opposi- 
tions symboliques d’une culture. L’espace est découpé 
selon divers plans, les sexes sont séparés, bref, le 
rituel se structure a partir de principes bien déterminés. 
Dans un deuxiéme temps, les oppositions symboliques 
éclatent temporairement et tous les éléments com- 
munient a une méme unité. Les differences pour un 
instant s’évanouissent dans un espace mythique de 
fraternité, les conflits sont enterrés, les tensions 
relachées. La féte de Noél dans notre milieu sert 
admirablement a cette fin. 

Le rituel sert aussi 4 d’autres fins qu’a renforcer ou 
dissoudre les oppositions symboliques d’une culture: 
il peut les inverser. C’est le jour de l'année ou le roi se 
transforme en valet, ou ce tableau charmant de la 
Féte des Méres dans lequel le mari enfile le tablier de 
la ménageére. Dans la suite de la discussion, c’est a 
ce type de modéle que nous nous attacherons en 
tentant d’expliquer la place prépondérante de la 
guérisseuse dans le Mexique contemporain. 

On peut désormais commencer a comprendre 
pourquoi il est plus facile 4 la femme d’un certain age 
de procéder aux guérisons. C’est qu’a l’intérieur de sa 
pratique, elle doit s’investir d’attributs essentiellement 
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masculins pendant que ces attributs sont mis en veille 
chez l'homme qui se soumet a la cure. Tout se passe 
un peu comme si homme se reposerait d’étre un 
homme le temps qu'il recoit le traitement. 

L’attitude franche et directe de la guérisseuse frappe 
d’emblée l’observateur. Alors que le vouvoiement 
souligne la déférence habituelle des transactions 
sociales entre adultes, et a plus forte raison lorsque 
ces adultes sont de sexe opposé, la guérisseuse passe 
par-dessus ces maniéres et n’hésite pas a tutoyer son 
patient dés le contact initial. Sur cette scéne, l'homme 
est un quémandeur, la guérisseuse manipulatrice du 
pouvoir qui raméne a la santé. Les traits de comporte- 
ment de cette guérisseuse ou curandera tranchent aussi 
sur ceux de la femme ordinaire. La curandera mani- 
feste en effet un courage peu commun en allant défier 
les mauvais esprits sur leur propre territoire. Elle 
s’aventure pour ce faire a descendre des ravins en 
pleine forét au milieu de la nuit. De plus, elle doit se 
plier a des horaires irréguliers qui exigent de longues 
veilles. Enfin, festivités qui couronnent 
l’'achévement de la cure, la curandera fume et boit a 
l’égal de homme. Les femmes de I’assistance obtien- 
nent a vrai dire la permission d’en faire autant, mais 


lors des 


elles atteignent rarement le degré d’intoxication de la 
curandera qui chancéle a l’occasion en terminant les 
rites finals. 

La curandera affiche sa masculinité de fagon plus 
spectaculaire encore si elle s’'adonne aux séances de 
spiritisme. Ce culte, rapporté a des origines antillaises, 
s’est développé aux Chiapas autour d’un personnage 
légendaire du nom d’Enrico Verde. Selon des rapports 
non confirmés, cet Enrico Verde aurait été juge a 
Chiapa de Corzo a l’époque de la Révolution. Ceci est 
important 4 mentionner parce que la curandera de 
San Diego qui pratique le spiritisme s’adresse directe- 
ment a l’Aame du défunt juge aprés s’étre mise en transe. 
Les esprits de l’au-dela se servent alors de sa propre 
bouche pour répondre aux questions qu’elle leur 
formule. A cet instant dramatique, la voix de la 
curandera se étrange pour 
s abaisser 4 un ton trés grave. Celle-ci devient homme 
le temps que les esprits parlent en elle 

Revenons maintenant a un detail de la cure qui m’a 
paru tout-a-fait anodin a premiere vue et qui a pris par 
la suite une signification insoupconne en I’analysant a 


transforme de facon 


la lumiére de ce jeu d’inversion entre éléments mascu- 
lins et féminins. I] faut au préalable situer le contexte 
général en rappelant qu’il existe au Mexique une 
maladie du nom d’espanto ou peur magique et qu’on 
attribue a la capture de l’4me d’un humain par les 
esprits du mal. La tache principale de la curandera lors 
de la cérémonie de cure consiste 4 enjoindre |’4me 
prisonniére de revenir au bercail. Or, elle s’adresse a 
cette Ame de facon peu délicate en l’interpelant avec le 
vocabie de cabron. Cette expression appartient deéfini- 
tivement au régistre de la langue vulgaire. Elle s’ap- 
plique a celui qui endosse a un degré presque dérisoire 
les conduites du male déviant. Le cabron, c'est Thomme 
qui vagabonde hors foyer, qui se fait un point 
d’honneur a séduire les femmes qui lui plaisent et qui 
ment a son prochain aussi naturellement qu’il respire. 
On voit donc que la curandera s’offre en quelque sorte 
a reprendre une 4me qui posséde un trop plein de 
masculinité et qui fausse compagnie a son titulaire un 
peu a la fagon du mari qui trompe sa femme. La 
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curandera se présente ainsi dans ce contexte comme 
une personne qui corrige une transgression essentielle- 
ment masculine. Et sa situation de femme, pourrait-on 
dire, la privilégie pour contrebalancer ce débordement 
de masculinite. 

Le modéle cité plus haut ne vaut certainement plus 
lorsque les patients en consultation sont des femmes. 
On constate en fait que les clientes ne manifestent pas 
toujours une égale soumission. Méme les plus jeunes 
manifestent une arrogance a peine voilée envers la 
guérisseuse. Jalousie de femme? Peut-étre. Il] demeure 
que lorsqu’on demande a une dame de parler des 
curanderas, elle vous confiera assez souvent en privé 
qu'une telle est mauvaise parce qu’elle ne veut pas 
“obéir”, voulant signifier par la qu’une curandera un 
peu prudente leur a déja refusé ses services a cause de 
l'état trop avancé de la maladie a guérir. On voit donc 
que la ot! homme se fait habituellement soumis, la 
femme ira jusqu’a exiger |’obéissance. 

En fin de compte, l’argument de la sécularisation, du 
démantélement progressif du systeme de croyances 
traditionnel, de l’affadissement du sacré, me parait 
insuffisant a rendre compte du nouveau role de la 
femme. Il explique bien la présence d’un vide sans 
lequel il n’y aurait jamais eu de transformation, mais il 
montre mal quelles sont les forces plus positives qui 
ont appelé la femme a prendre la reléve. Rappelons a 
cet effet que homme mexicain contemporain est 
placé dans un position extrémement difficile en ce qui 
concerne son rapport a lordre social. Les vertus du 
machismo requises pour assurer honneur et la survie 
au sein du groupe de pairs forcent homme a exalter 
la force brute et le cynisme. La transgression est im- 
plicitement sanctionnée; le meurtrier, le séducteur et 
le fraudeur sattirent autant d’applaudissements que 
de réprobations. Cette éthique, ou plutdt cette anti- 
éthique, ne prédispose pas l’homme a devenir l’inter- 
médiaire de l’esprit du bien, l’artiste qui raccorde les 
conflits sociaux ou le gardien de la tradition morale 
que se doit d’étre le guérisseur. Le rituel servira a 
contrecarrer ces extravagances de la culture en ramen- 
ant yne plus juste balance entre les sexes. Et qui alors 
est mieux habilitée qu’une femme pour ce faire? 

Certes, on pourra toujours objecter que la fonction 
de guérisseur est encore ouverte aux hommes. Un 
regard sur le fameux nino Fidencio qui a connu ses 
jours de gloire nationale dans la region de Monterrey 
nous indique cependant qu ‘il s’agit parfois d’un type 
d’*homme bien particulier qui songe a guérir ses sem- 
blables. Ce thaumaturge du Nuevo Leon présente en 
effet une personnalité fort complexe. Sa vie est 
marquée par un masochisme poussé a la limite de la 
morbidité, trait d’ailleurs assez fréquent chez la femme 
mexicaine. Garza Quiros [5], son biographe, rapporte 
que Fidencio est reconnu dés son enfance pour souffrir 
sans répliquer les attaques de ses jeunes compagnons. 
Plus tard, vers l’age de 14 ans, il affecte un goiut 
particulier pour faire la cuisine. I! aime aussi par- 
dessus tout assister les sage-femmes dans leur travail 
et nettoyer leurs vétements tachés aprés les accouche- 
ments. L’absence de barbe et une voix restée aigue 
aprés l’adolescence contribuent encore davantage a 


lui donner une allure féminisée. Au sein de sa famille 
d’adoption, les soins qu'il prodigue a un enfant du 
ménage sont si tendres que |’enfant en arrive a appeler 
Fidencio ““maman”’. On raconte aussi qu’a l’apogée de 
sa renommée, Fidencio développe I’habitude de se 
déguiser en femme pour chercher un répit a l’écart de 
la foule des pélerins venus le visiter. 

L’exemple de nino Fidencio est un peu extréme et ne 
peut certainement pas servir a une généralisation qui 
conclurait a une personnalité de base féminine chez les 
guérisseurs du Mexique contemporain. Le phénoméne 
peut en tout cas laisser croire que les recherches 
ultérieures auraient avantage a retenir cette hypothése. 

Les remarques que nous avons formulées a propos 
de l’inversion des rdles sexuels dans le contexte de la 
thérapie traditionnelle au Mexique connaissent peu 
d’applications directes dans l’univers de la pratique 
médicale moderne. Le stéréotype du médecin qui joue 
le personnage du tout-puissant décourage a l’avance 
toute tentative de comparaison avec la situation que 
nous avons décrite plus haut. Les études d’anthro- 
pologie médicale nous enseignent toutefois quelques 
legons qui conservent toute leur valeur dans le con- 
texte de la médecine moderne. L’acte thérapeutique, 
qu il reléve de principes magiques, ou qu'il soit le 
prolongement d investigations rigoureusement scien- 
tifiques, ne peut se libérer complétement de ses aspects 
rituels. Le voeu que j exprimerais alors serait d’analyser 
les composantes du rituel médical moderne qui font 
obstacle a l’entrée de la femme dans certains champs 
de spécialisation quand ce n’est pas au départ a 
récole de médecine méme. Ainsi, la femme pose 
encore un acte dimposture si elle choisit de se per- 
fectionner en chirurgie. Est-ce une question de 
personnalité, d’éducation de la petite enfance, qui fait 
que le courage ou le sang-froid lui font défaut? Ma 
réponse ira dans un autre sens. A mon avis, il faut 
savoir jouer au grand-prétre pour présider a une 
opération qui consiste a faire reculer la mort bien plus 
qu’a réparer un simple organe. On peut bien faire 
confiance a la femme pour conduire le scalpel avec 
dextérité dans la profondeur de la chair, mais on 
recule pour lui demander de faire échec aux démons 
mystérieux qui dérobent la vie. Si la femme d’autre 
part est devenue gynécologue, c’est peut-étre parce que 
la mort ne risque plus de visiter aussi souvent les salles 
d’accouchement. Quoi qu’on fasse, la fonction du 
médecin dépassera toujours le rdle d’expert-technicien. 
Le médecin lutte contre les forces occultes que sont la 
maladie et la mort. Et ce n’est que lorsque la femme 
aura le droit de commander aux grands rituels de la 
civilisation moderne qu’elle accédera a statut égal a 
tous les niveaux de la profession médicale. 
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Abstract 


sented. Stereotypes show differences in areas of inhibition and clinical observations 
to the phallic and genital phases in psychosexual development. Divergent analyticalness on 
development of boys’ and girls’ views are discussed 


There are three sub-issues implied in the topic chosen 
for investigation: (1) phenomenological sex differ- 
ences, (2) differences noted on psychoanalytic treat- 
ment of male and female patients, and (3) metapsycho- 
logical sex differences. Accordingly we have divided 
our paper into three parts: one dealing with sex 
stereotypes, the second with clinical observations and 
the third with psychoanalytic theory of sex differ- 
ences. 

Our paper is based on the study of the literature 
including experimental research and on observations 
made by both of us as practising psychoanalysts and 
as far as one of us is concerned, as supervisor of psy- 


choanalysts in training. 


1. STEREOTYPES 


It seems that much more has been written about 
the psychology of women than that of men and that 
negative adjectives are more often used in the descrip 


tion of women than that of men 


(a) Female stereotypes 

Views held on women range from the embodiment 
of all good, as in Goethe’s eternal feminine, to the 
incarnation of all evil—la femme fatale, the Circe of 
Greek Mythology, the Lorelei of German folklore 
and the attractive seductress and destroyer of men 
in the lore of many cultures. Freud described women 
as mystifying and potentially frightening. He said, 
“Throughout the ages, the problem of woman has 
puzzled people of every kind” [1], and somewhere 
else: “It often happens that male patients declare that 
they feel there is something uncanny about the female 
genital organs” [2]. 

Aspects of the female role in North America cur- 
rently—as gleaned from the ideals held out to women 
in the society at large—include the following. 

Women are supposed to please all senses. It is 
desirable that they look lovely. If nature is defi- 
cient, and even if it 1s not, reinforcement is obtained 
by dress, make-up, and adornments. Dresses are 
designed not only to conceal but also to reveal. Per- 
fumes originally intended to cover up bad odour serve 
sexual attraction. Enormous sums of money have 
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2. CLINICAL OBSERVATIONS 


The psychoanalytic patient enters analysis because 
of his neurotic suffering. He produces material for 
the treatment via free associations, dreams, transfer- 
ence reactions and resistances. Procedures used by 
the analyst include confrontation, clarification and in- 
terpretation. The analytic setting, as such, facilitates 
regression and revival of infantile conflicts by the fre- 


quency of visits, duration of the treatment and use 
of the couch. It promotes the development of the 
transference neurosis. 

By establishment of a transference neurosis, Freud 
meant that the repressed infantile instinctual conflicts 
find their representation in the feeling relations 
toward the analyst. The doctor is looked upon by 
the patient as a reincarnation of the parents, and as 
such, he may be thought of as providing love and 
protection, or as threatening with punishment. He 
may become the representative of past sources of gra- 
tification, of frustration and the object of past situ- 
ations of envy, greed and rivalry. Freud has postu- 
lated the process of working through as an essential 
part of psychoanalytic procedure. This means not 
only enabling the patient to re-experience past emo- 
tions and past situations, but also to deal with such 
situations in a more manner. In other 
words, as Franz Alexander formulated it, psychoana- 
lysis amounts to a re-education under ideal circum- 


successful 


stances [3] 

It is obvious that men and women alike are apt 
to regard a male analyst as a father substitute and 
that both of them will transfer to him positive and 
negative feelings. However, some sex differences exist. 
In view of the sex differences in the resolution of the 
Oedipus Complex it is hardly surprising that in rela- 
tion to a male analyst women more often than men 
reproduce and re-experience loving feelings and men 
more often than women, feelings of hostility. 

A few illustrative examples follow: 

A young woman much attracted to her 
father that she was unable to establish satisfactory 
longlasting relations to any other man. She dreamed 
that she was connected to a man by filaments. The 


Was SO 


man, she suggested, was either her father or her ana- 
lyst. The wire symbolized the strength of her bonds. 
It soon emerged that the filaments were filiaments. 
A male patient again and again objected to interpre- 
tations given to him, especially if they were good in- 
terpretations. He either refuted them or denigrated 
his analyst. “So-what?”, he used to say, or, “I have 
known all this before”. He re-experienced, in the 
transference, his competition with his older brother. 
Another patient fell asleep, snoring loudly. These 
patients unconsciously want to defeat their analyst. 
It is much more important for them to humiliate their 
analyst than to let him score a success. Such patients 
may wreck their analysis. Some patients bring their 
ambivalent outside relationships into the analysis. 
One such patient gave a big cigar to his analyst for 
Christmas. Musing about his gift on the couch he 
said: “I hope you will choke to death on smoking 
it”. 

During the course of analysis, patients may act out 
their transference reactions instead of expressing them 
verbally. It is a non-verbal communication. The term 


acting out refers to reenactment of a past memory 
or of past memories. Some patients act out occa- 
sionally; others are habitual reenacters. Habitual 
reenactment may precede the beginning of the analy- 
sis; it occurs in persons who are impaired in their 
capacity to give verbal expression to their thoughts 
and feelings. During the course of an analysis acting 
out may occur in and outside the analysis. 

For instance, a male patient lying on the couch 
repeatedly covered his genitals with his hand when- 
ever castration anxiety was aroused by the material 
presented. Another deposited his girlfriend of whom 
transferentially he believed his analyst disapproved, 
at the doorstep of the analyst’s house instead of tak- 
ing her home as he had intended. A third male patient 
had to kiss the anus of his girlfriend—a homosexual 
appeasement—to ensure the maintenance of his erec- 
tion during sexual intercourse. Erotic transference of 
male patients to a male analyst is rare apart from 
homosexuals. However, male patients will often dur- 
ing the course of their analysis, fall in love with 
women who are connected to the analyst—his wife, 
his daughter, his secretary, etc. Thus one of our 
patients compulsively and successfully seduced several 
female students of his analyst without realizing that 
he was prompted by infantile Oedipal strivings. 
Female patients by contrast, are apt to transfer loving 
feelings to their male analyst. They may dress attrac- 
tively for his sake and may be flirtatious and seductive 
in their behaviour. They may occasionally try to 
embrace and kiss their male analyst, or in accordance 
with a previously established pattern, they may split 
their loving feelings into non-sexual tender feelings 
towards him and sexual impulses directed at some- 
body else. They may start an affair with a man who 
means little to them and exultantly report their 
amorous adventure to their analyst without realizing 
its transference significance. 

What does all this amount to? In preparing our- 
selves for this paper we scrutinized all available texts 
on psychoanalytic techniques for material relevant to 
the topic chosen. The yield of this search was scanty. 
Most writers, such as Glover and Menninger, do not 
refer to transference differences between the sexes in 
analytic treatment [4,5]. Fenichel states dogmatically 
that: “For the majority of patients the sex of the ana- 
lyst is not very important” (p. 328) [6]. Similarly 
Greenson writes: “most of my patients react to me 
as a father figure in their early transference reactions 
and in the first phase of their transference neurosis”. 
“Later on” he continues “my gender and personality 
appear less decisive” (p. 238) [7]. The example of dif- 
ferences given by him, just as ours as might be 
expected, are related to phallic and genital phases in 
psychosexual development. A deeper understanding 
of the sex differences from the psychoanalytic point 
of view will be obtained by a discussion of psycho- 
analytic theory. 


PSYCHOANALYTIC THEORIES OF 
SEXUAL DIFFERENCES 


The task that we have set ourselves in this section 
of the paper is a difficult one. Psychoanalytic theories 
of sex differences are both complex and controversial. 
In addition they can be meaningless if detached from 
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general psychoanalytic theory. A good example is the 
concept of “penis envy” as Mitchell, in her book, 
“Psychoanalysis and Feminism” demonstrates [8]. 
Until the 1920s, Freud viewed the sexual develop- 
ment of boys and girls as being strictly analogous 
and took as his model, as did other psychoanalysts 
of the time, the development of the boy. He did 
express reservations about his formulations particu- 
larly as to the mysteries of female sexual development. 


We should caution, like Freud, before speaking of 


the boy’s sexual development, that the fact of human 
psychological bisexuality makes description more dif- 
ficult and enquiries more tentative [9]. 

The boy takes his mother as his first love object; 
the part—object relationship to his mother’s breast is 
the prototype for this relationship. He deals with his 
father, when not viewing him as a rival for mother’s 
breast, by identifying with him. This identification is 
tinged with ambivalence which becomes increasingly 
intense as the little boy enters the phallic stage of 
psychosexual development at about 3 years of age. 
The boy has discovered his penis earlier. He is proud 
of it, wishes to exhibit it and derives pleasure from 
masturbation. This latter activity becomes linked with 
Oedipal passions. He wishes to displace his father and 
have his mother to himself in a total, and a sexual 
sense. However, two events intervene between the boy 
and the consummation of his wish. Masturbation may 
be frowned on by his parents and threats made, di- 
rectly or indirectly, against the activity. At the same 
time, whilst he may ignore direct or indirect threats 
of castration, another event breaks down his disbelief: 
He recognises that there are creatures without a penis 
He observes female genitalia and believes that the 
threats can result in the loss of his penis. Faced with 
a conflict between the potential loss of his prized 
penis and his passion for his mother, the boy gives 
up his desire. Identification with his father now takes 
place and the superego, that agent of moral scrutiny, 
the heir of the Oedipus Complex, is formed [10]. 

There is another facet of the boy’s Oedipal drama 
He can, and does in part, identify with his mother 
and becomes her rival for father’s love. This identifi- 
cation, as it would also mean loss of the penis, i.e 
to become a women, proves unacceptable and is 
repressed. The boy passes into latency genetically 
constitutionally and now psychologically male [10] 

In 1925, Freud, stimulated in part by his increasing 
dissatisfaction with earlier views of female sexuality, 
in part by the insights afforded him from the new 
structural theory, and in part also by Abraham’s 
classic paper on female sexuality 5 years earlier 
changed his theory [11, 12]. It was to prove the open- 
ing round in a controversy that was lively 50 years 
ago and remains with us today. In his reconsideration 
of female sexual development a major problem 
became apparent to Freud. To become a heterosexual 
adult the girl, unlike the boy, must give up her ori- 
ginal love object, the mother, and turn to her father 
Freud postulated that it was the sight of the penis 
that triggered a developmental sequence in the girl. 
“She has seen it and knows that she is without it 
and wants to have it.” Thereafter the girls falls, “...a 
victim to envy of the penis”. The girl feels inferior, 
incomplete and cheated. She struggles against the ac- 
ceptance of her state and in doing so holds her 


mother responsible for the absent penis. This loosens 
her tie to her mother and she turns to her father 
to obtain his penis and then to obtain a baby from 
him. 

It follows that, “Whereas in boys the Oedipus 
Complex is destroyed by the castration complex, in 
girls it is made possible and led up to by the castra- 
tion complex”. The fate of the Oedipus Complex 
differs in the female. It can be relinquished slowly; 
there is no dramatic end point. Freud observed that 
the superego in women may therefore be different 
from that of man. 

The counter-attack on these views, from within psy- 
choanalysis, was both brisk and immediate. In the 
van was Karen Horney but others, notably Ernest 
Jones and Melanie Klein lent support [13-17]. Briefly 
all these authors considered the girl’s early relation- 
ships to her mother as being crucial for her sexual 
development. They felt that, contrary to Freud’s 
thinking, vaginal sensations did exist in girls. In 
essence, they rejected Freud’s idea of an original mas- 
culine phase for the girl, feeling that there was a pri- 
feminity. All acknowledged the existence of 


but did not give to it the crucial signifi- 


mary 
penis envy 
cance that Freud did. Horney and, later Klein, stressed 
the boy’s envy of his mother and of female reproduc- 
tive power. The issue of the female superego was also 
taken up by Melanie Klein who stressed, in disagree- 
ing with Freud, that women have a potent superego, 
preoedipally determined [17] 
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The debate, oddly enough, ended in the mid 1930s 
of Karen Horney’s pay 
recent review article on 


female sexuality 


nay conclude 


e those analysts who agree with Freud that 

for feminity after a struggle to be a 

man and there are others who hold out that feminity 

is primary but has to be temporarily abandoned out 
of fear for the mother [ 19, 20]. 

Yet, there have been changes and shifts of emphasis 
in the intervening years. Helene Deutsch stressed the 
role of feminine masochism and passivity based on 
anatomical, social and cultural factors [21]. She does 
seem, though, to equate biological femaleness with 
feminine behaviour, a difficult assertion to maintain 

Other analysts Freud’s phallocentric 
views feeling that his views reflected the cultural bias 


criticised 


against women [22-26]. They stressed the mixture of 
awe, jealousy and envy felt by the man for the 
woman, as well as the resultant hostility, rage and 
defensive depreciation. Stoller, whose work on core 
gender identity is well known, suggests that males are 
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less sure of their maleness and masculinity than 
females of their femaleness and feminity: females do 
not need and males are unable at first to escape from 
having to identify with a female, i.e. mother [27]. 

Following the findings of Masters and Johnson on 
human sexual physiology, there was a reawakening 
of interest especially in female sexuality [28]. Their 
finding that the clitoris and lower 1/3 of the vagina 
were a functioning unit seems to cast doubt on some 
of Freud’s theories. However, a breakthrough for sex- 
ual physiology did not herald a breakthrough in the 
psychoanalysis of the female [29]. 

Recently other analysts have stressed the impor- 
tance of the child’s reaction to his or her inner and 
outer anatomical space [30-32]. If girls have no penis, 
and ultimately need one to define their inner space, 


boys lack a womb and may be destined to feel empty 


for the rest of their lives. It seems to have been gener- 
ally accepted that Freud was incorrect in his assertion 
that girls do not experience vaginal sensations until 
puberty [33]. In addition, he tended to underestimate 
the importance of the crucial preoedipal period in 
both sexes 34] 

In discussing the Freud—Klein controversy within 
psychoanalysis, a recent paper tentatively concludes 
that Freud, by his nature, was condemned to a phal- 
locentric stance [ 33, 36]. Klein was perhaps similarly 
condemned to a mammocentric stance. Psychoana- 
lysis, by virtue of its discovery, and elaboration of 
the psychological bisexuality of the human, appears 
to be condemned to, and to be enriched by, a dialectic 
between male and female 

The questions may be raised in conclusion: What 

a man a man and a woman a woman and 
what contributions can psychoanalytic work make to 
answering these questions? It 1s an undeniable fact 
whatever has been said in some quarters, that ana- 
tomy is fate, and there is plenty of evidence that con- 
stitutional biological differences, e.g. in blood testo- 
sterone content, between the sexes exist. But it 1s also 
true, as psychological, psychoanalytic and sociologi- 
cal research has shown, that early object relationships 
as well as social impositions and expectations power- 
fully influence differences in the behaviour of the sexes 
and that all four parameters, the anatomical, the bio- 
logical and the environmental, by interaction, may 

ive rise to emotional conflicts 
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Abstract.—The tenor of the paper is critical and methodological. It is based on the fact that all cultural 
groups are confronted with the necessity of developing an orientation for explaining the inequalities 
which exist between the individuals that constitute their relevant social collectivity, and that it is a major 
function of cultural anthropology to identify this orientation (Weltanschauung’ pensée sauvage) within 
each group. That Weltanschauung or orientation is the dominant ideology proper to the mode of 
production within the culture. Regarding health, sickness and the different ways in which they affect 
each sex, the author attempts to show how the concepts of patient and therapist which are employed in 
modern Western cultures depend upon an ideology which is (1) mechanistic and technological; (2) 
sexist and male-centred. In consequence, a new method of approach must be used when studying the 
same subjects in other cultures. However, the author believes that if one does not direct oneself towards 
a structural analysis of the cultural gestalt, taking into account a variety of theoretical orientations such 
as psychoanalysis, historical materialism, Darwinism and structuralism, then one falls back on the 
triviality of classical epidemiological research. Such research has traditionally been unable to detach 
itself from a phenomenological view that can usually yield only a fragmentary picture obtained by 
trial-and-error and depending on a random choice of associations between inconsequent variables, with 
the result that almost nothing that gets labelled “‘significant”’ in the statistical sense is significant in any 
other. 


Résumé L’auteur y rappelle 
la nécessité qu'il y a pour les ensembles culturels a fonder et expliquer les discontinuités qui existent 


Le grand effort de l’anthropologie 


La teneur de ce papier est essentiellement méthodologique et critique 


entre individus constituant tout ensemble social correspondant 
culturelle est de dégager la Weltanschauung’ la “‘pensée sauvage” propre a chaque culture et qui n’est 
en définitive que l’idéologie dominante propre au mode de production de cette culture. En 
concerne les problémes de santé et de maladie, eu é¢gard aux differences sexuelles, il est tenté de montrer 
comment les définitions du malade, du thérapeute et des rapports qui jouent entre les deux, dépendent 
dans notre culture d’une idéologie dominante qui est: (1) scientiste et mécaniste; (2) sexiste et andro- 
centrique. Le modéle d’analyse serait 4 reprendre pour d’autres cultures. Mais l’auteur pense que si 
l’on ne se livre pas a des analyses structurales dans un contexte culturel holistique, tenant compte de 


ce qui 


différentes tendances théoriques: psychanalyse, matérialisme historique, darwinisme, structuralisme(s), 

on retombera inévitablement dans la trivialité des recherches épidémiologiques classiques, totalement 
incapables de se détacher du niveau phénomeénal. Ceci le plus souvent est fait de fagon trés fragmentaire 
en essayant un peu n importe quel type d’association entre n’importe quoi par la méthode “‘essais 
erreurs’. Or a priori rien de ce qui est significatif au plan statistique ne peut étre dit significant 


agressives, de la méme maniére qu ‘il s’est étonné face 
aux systémes cognatiques, aux sociétés précapitalistes, 


INTRODUCTION 
aux tribus dites “‘acéphales” ou “‘anarchiques”’ etc. 

. Il y a déja la matiere a réflexion sur les liens qui 
unissent le penser anthropologique a Jl idéologie 


Aux détenteurs de lhégémonie, politique aussi bien 
qu’académique, les anthropologues apparaissent le 
plus souvent, comme des empécheurs de tourner en 


rond. Relativistes par essence, ils ne peuvent pas 
s abstenir de relativiser l'univers culturel dans lequel 
ils se situent, et qui les a produits et mis en place 
comme catégorie parmi les gens de savoir. Si l’‘anthro- 
pologie avait été inventée par les Yanomamo du Haut 
Orémoque. il est a parier qu’a cété des chapitres 
classiques sur la parenté, la politique, l’économie, la 
religion, etc.... on trouverait dans nos traités et 
manuels d’anthropologie un chapitre de polémologie; 
on y traiterait des formes culturellement intégrées de 
l’agression, et, naivement, |l’anthropologue s’étonner- 
ait de savoir pourquoi certaines sociétés ne sont pas 


2, 


3 


dominante de notre société puisque c’est elle qui lui 
dicte les alvéoles ot il coule son savoir, comme 
l’abeille son miel. 

En ce qui concerne le point particulier que nous 
avons a aborder, les différences sexuelles dans la rela- 
tion malade/thérapeute, le relativisme est double, et 
rend donc l’anthropologue doublement suspect que ce 
soit face aux gens de l’art (médecins, dentistes, etc. 

.), ou face aux organismes sur lesquels le pouvoir 
s'est déchargé de ces questions (ministéres, conseils 
des Ordres, aussi bien que compagnies d’assurances 
ou compagnies pharmaceutiques): (1) parce que le 
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discours anthropologique implique que toute catégorie 
du savoir n’est que relative au milieu des autres 
catégories de savoir, au sein d’un méme ensemble 
culturel; autrement dit, tout le monde est toujours et 
lVirrationnel. et lignare d'un autre; (2) parce qu‘il 
implique également que tout savoir appartenant a un 
ensemble culturel est a des degrés divers (ceci pouvant 
aller jusqu’a: totalement), nié par les saviors touchant 
au méme domaine et appartenant a d’autres ensembles 
culturels: le ‘“‘medicine-man”’, a la méme méfiance, et 
dans une certaine mesure le méme mépris, enti¢rement 
justifiés pour qui se place a lintérieur de son en- 
semble culturel, vis-a-vis du ““Docteur’’, que ce dernier 
en a pour lui. II entre dans la propriété des ensembles 
culturels d’étre d’une part totalitaires, et d’autre part 
d’autant plus impérialistes que aspect matériel de 
leurs marchandises se 


leurs productions et de 


periectionne. 


CULTURE ET IDEOLOGIE 


Nous admettrons pour l’instant et pour la suite de 
la discussion, que cet “ensemble ethnographique qui, 
du point de vue de l’enquéte, présente par rapport a 
d’autres, des écarts significatifs” [1], et dont on peut 
dire par ailleurs [2] qu’il comprend tout ce qui étant 
non-biologique est transmis socialement, semble 
devoir en partie la cohérence par laquelle on le 
reconnait, a la nécessité de créer, fonder, expliquer et 
illustrer les discontinuités qui existent entre les 
individus constituant l’ensemble social, qui précisé- 
ment coincide avec lui, l’ensemble culturel. Cest, 
autrement dit, la Weltanschauung partagée par les 
membres d’un ensemble social, 4 eux imposée par 
l'éducation, et qui permet a cet ensemble social de 
fonctionner comme nous le voyons fonctionner. 
L’étude des mythes montre que c’est un souci majeur 
pour toute culture, et que les points de repéres premiers 
dont dispose homme pour expliquer ces discon- 
tinuités qui tant le préoccupent soient pris parmi des 
phénoménes naturels comme la nuit et le jour, l’alter- 
nance des saisons, les solides et les liquides, le sec et 
l’humide, le froid et le chaud, etc... . Les principales 
discontinuités qui sont ainsi a prendre en charge sont 
essentiellement celle des sexes (masculin/féminin), celle 
de la vie et de la mort, de ’humain et du non-humain; 
nous ne citons ici que celles qui nous ont semblé avoir 
quelque pertinence par rapport au sujet dont nous 
avons a traiter: il est bien évident qu’on pourrait en 
trouver d’autres: parent/non parent, pur/impur, 
sacré/non sacré, etc.... Beaucoup serait a dire par 
exemple, sur la distinction entre ’humain et le non- 
humain, avec des références trés claires 4 des phéno- 
ménes aussi importants que le racisme[3] ou la 
folie [4]; on sait que beaucoup de sociétés se désignent 
par un vocable qui signifie “les hommes tout court’, 
les autres sociétés ne possédant pas a leurs yeux, ou 
plus exactement aux yeux de leur culture, l’intégralité 
des caractéristiques de ’humanité: ceci nous renvoie 
aux notions de barbares, de juifs et de gentils, de 
fidéles et d’infidéles, de paiens, de sauvages, de 
primitifs, d’archaiques... (euphémisme) de sous- 
développés. Mais par rapport a notre propos l’opposi- 
tion humain/non-humain serait a revoir de plus prés 
dans certains chapitres classiques revendiqués par 
l’anthropologie médicale et l’ethnopsychiatrie: les 


possédés, les sorciers, et méme les shamans, dans la 
mesure ou ces derniers deviennent des étres extra- 
humains dans le cours de la cure, sont-ils des étres 
humains a part entiére, ou relévent-ils d’un univers 
sur-humain ou para-humain, sur-social ou para-social, 
plut6t que surnaturel (puisque l’ordre culturel déplace, 
et en quelque sorte balaye l’ordre naturel, puisqu’a y 
bien réfléchir, si lhomme est bien ce que nous pensons 
qu'il est dans notre culture qui a créé l’anthropologie, 
il n’y a plus en toute logique de “‘nature humaine’’). 

A ces discontinuités radicales, on pourrait, semble- 
t-il, en substituer d’autres plus nuancées, plus rela- 
tives: les distances. Il y a le masculin et le féminin, 
mais il y a aussi le neutre. Que le lecteur ne voit pas la, 
déguisée, quelque plaisanterie de mauvais godt sur les 
“troisiemes sexes”. Dans certaines sociétés, les en- 
fants avant lage de la puberté et les rites de passage 
qui la marquent sont indistinctiement placés dans la 
méme et unique catégorie des enfants, qu’ils soient des 
garcons ou des filles. Dans de tels cas, par exemple, la 
terminologie de parenté ne fournira aucun terme pour 
désigner les fréres et les soeurs, mais uniquement des 
termes pour distinguer les ainés des cadets; on y 
trouvera également que pour les termes bi-univoques 
(cas dans lesquels l’appellation est la méme pour les 
deux personnes qui s’interpellent en utilisant comme 
référence la parenté) le genre du terme est donné au 
plus jeune par lindividu le plus 4gé: par exemple, 
l’oncle (ici male) au neveu ou a la niéce, le grand-pére 
ou la grand-mére aux petits-enfants qu’ils soient males 
ou femelles. De la méme maniére, passé l’Age de la 
production économique et de la reproduction bio- 
logique, dans nombre de sociétés, les différences entre 
les vieux et les vieilles semblent s’atténuer: lorsque, 
comme c’est la situation la plus générale, les hommes 
monopolisent les activités politiques et rituelles, les 
vieilles femmes ou certaines d’entre elles, bénéficient 
d’une position plus ambigiie, plus proche des males. 

En ce qui concerne la distinction vie/mort, on pour- 
rait voir un continuum de catégories intermédiaires. A 
lintérieur de la catégorie des vivants, ou si l’on pré- 
fére des pas-encore-morts, outre que le début de la vie 
sociale ne coincide pas forcément avec celui de la vie 
biologique (le nouveau-né peut étre obligé d’attendre 
huit jours avant de se voir attribuer un nom et donc 
d’exister pour le groupe; sil meurt avant ces huit 
jours, il n’aura pas existé et son nom sera donné au 
prochain enfant de méme sexe qui viendra au monde et 
vivra plus de huit jours), le vieillissement vient apporter 
des sous catégories d’4ge (groupes d’age ou classes 
d’age), qui ont souvent des conséquences politico- 
économiques importantes en termes de prise de 
décisions et de sanctions. On se rappellera l‘aphorisme 
d’Hampaté Ba “En Afrique, chaque fois qu’un vieux 
meurt, cest une bibliothéque qui brile”. Les vieux 
disposent d°un maximum de savoir et souvent d’un 
maximum de pouvoir, et ce dautant plus qu’ils se 
rapprochent des ancétres décédés, et donc de la mort, 
au point que la vieillesse arrive quelquefois a étre con- 
sidérée comme quelque chose de dangereux, de con- 
tagieux. Contrairement a notre culture qui, depuis les 
années 60 privilégie un modéle de port et de comporte- 
ment d’adolescent sexuellement ambigu, ces sociétés 
que nous qualifions quelquefois du joli nom de 
“traditionnelles”, valorisent trés fortement le vieil- 
lissement et la reproduction. 


Differences sexuelles dans les relations malade 


Mais il existe une autre catégorie de vivants (pas- 
encore-morts) pergus comme particuliers, pas tout a 
fait vivants, pas tout a fait morts: ce sont les malades 
et les infirmes 4 qui la société va conférer un rdéle et un 
statut particulier. 

Avant d’aller plus avant, il nous faut absolument 
faire face 4 un lourd contentieux qui géne considérable- 
ment les rapports que l’anthropologue veut bien en- 
tretenir avec les autres monopolisateurs du savoir 
dans notre culture, et qui risque, si nous le 
scotomisons, de nous étre fort préjudiciable dans la 
suite de la discussion: il s’agit de l’idéologie. C'est 
un mot qui fait peur. Au nom d’une aseptie intellectu- 
elle, qui est un des plus beaux attrappe-nigauds qui 
ait pu s’inventer, les scientifiques se rélévent a cet 
endroit si naifs ou si cauteleux que, lorsqu’ils déclarent 
péremptoirement qu’ils n’en font pas, ils en font 
précisément et de la fagon la plus sournoise. Exacte 
ou non, séche ou non, la Science est grande con- 
sommatrice et grande productrice didéologie. 
Directement ou indirectement, elle est au service 
de l’idéologie dominante (en l’espéce celle de la 
société capitaliste) que manipule le pouvoir (j'ai 
écrit 4 dessein pouvoir et non gouvernement afin 
d’éviter toute équivoque) de qui elle regoit, outre ses 
grandes orientations et ses priorités, ses moyens de 
subsistance, ses moyens de travail, ses moyens de 
diffusion, pour utiliser une autre terminologie ses 
moyens de production et les possibilités de circulation 
de sa marchandise: les universités, les hOpitaux univer- 
sitaires, les fondations publiques ou privées, les revues 
et les maisons d’édition, etc. . . . L’asphyxie possible 
économique et politique est trés facile a percevoir 
lorsqu’on voit le peu de cas que font les organismes 
gouvernementaux Ou para-gouvernementaux des 
avis des anthropologues par rapport a ceux des 
sociologues, des économistes, des criminologues et 
autres grands souteneurs de l’ordre établi (en tous cas 
ceux d’entre eux 4 qui on ne ménage pas les moyens 
et souvent de trés gros moyens). Pour éviter tout 
égarement on définira l’idéologie avec Foulquié et 
Saint-Jean [5] comme “un systéme de pensées plus 
notionnelles que réelles, c’est-a-dire coupées de la 
pratique et de l’expérience vécue” et “plus couram- 
ment un systeme plus ou moins cohérent didées, 
d’opinions ou de dogmes, qu’un groupe social ou parti 
présentent comme une exigence de la raison, mais 
dont le ressort effectif se trouve dans le besoin de 
justifier des entreprises destinées a satisfaire des 
aspirations intéressées et qui est surtout exploité pour 
la propagande’” (p. 337). 


SANTE, MALADIE ET IDEOLOGIE 


En matiére de santé, l’idéologie de notre culture 
clame aussi fort qu’elle peut que la connaissance, 
comme la praxis, seront scientifiques ou ne seront pas. 
La maniére absolue dont cette dominance scientifique 
exprimée a la maniére d’un ukase logique, ne tient pas 
compte d’un certain nombre de restrictions pourtant 
bien réelles. D’un cété, ceux qui font progresser la 
connaissance sur laquelle s’appuie supposément la 
praxis, ne sont pas engagés dans I’art de soigner, ou le 
sont partiellement, tant en ce qui concerne le temps 
qu’ils consacrent a cette activité, que leur domaine de 
compétence (leur incompétence dans le domaine des 
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sciences sociales est particuliérement flagrante). De 
l'autre cété, pour la plupart, ceux a qui notre culture, 
et ce avec une expression politique et juridique dé- 
pourvue de toute ambiguité, concéde en exclusivité la 
responsabilité de soigner, sont en réalité des guéris- 
seurs qui ont appris un jour les bases théoriques de 
leur savoir, mais les ont rapidement oubliées, et se 
trouvent dans l’incapacité totale de se maintenir a la 
fine pointe de la connaissance dans tous les domaines 
de la biologie humaine, normale et pathologique, en 
perpétuel renouvellement. On constate non sans in- 
quiétude, que c’est dans les disciplines de la santé, ou 
pourtant elle s’avérerait absolument indispensable, 
que l'éducation permanente fonctionne le plus mal, 
et ceci avec la complicité des organismes corporatistes 
trés puissants que se donnent les praticiens pour 
s’'insérer le plus efficacement possible dans notre 
structure du pouvoir. C’est en partant de cette exi- 
gence idéologique scientiste que les spécialistes de la 
santé, par leurs possibilités d’exploitation de la 
clientéle, aussi bien que par le statut financier particu- 
lier et scandaleux qui est le leur dans toutes les 
universités ont trés bien su servir leurs intéréts 
matériels. Et c’est la précisément une des raisons 
d’étre de lidéologie dominante, dans le monde 
capitaliste: défendre la plus value. 

Lorsque j’étais étudiant a la Faculté de Médecine, 
et cela ne remonte pas a Moliére mais aux années 50, 
l'école pédiatrique marseillaise nous apprenait que 
toutes les maladies dont l’étiologie n’était pas claire 
étaient soit “idiopathiques” (termes trés repandu dans 
les ouvrages médicaux de cette époque: “‘asthme 
idiopathique’’, “épilepsie idiopathique”’, etc... .), 
soit syphylitiques, et le mercure était utilisé /arga mu. 
Entrait dans cette catégorie l’ictére hémolytique du 
nouveau-né par incompatibilité foeto-maternelle dont 
le mécanisme n’était pas encore connu. Un de mes 
vénérables Maitres aujourd’hui décédé se plaisait, a 
propos des dents d’Hutchinson et de la syphylis 
héréditaire a laquelle il croyait aussi fermement qu’a 
la Trés Sainte Trinité ou a I’Infaillibilite du Pape, a 
nous rappeler la sentence de |’Ecriture: ““Les péres ont 
mangé des raisins verts, les dents des fils en ont été 
agacées” (Ez. XVIII, 2). Il faut étre aveugle pour ne 
pas voir pointer les orielles de l’idéologie derriére une 
““science”’ qui s’enseigne par aphorismes: “‘la coque- 
luche est un rhume qui ne guérit pas” ‘les 
oreillons n’ont pas de singulier”... “un diabétique 
est un colis fragile”. . . etc. . . . mais aussi “la pression 
régle la pression”. 

Les mémes jugements de valeur, les mémes idées 
recues sont sous-jacentes a plus forte raison lorsqu’on 
aborde les grands “‘fléauts sociaux”, dans lesquels de 
facon assez intéressante le Gouvernement francais de 
la Viéme République a fait entrer ’homosexualité! 
Ainsi, les délinquances, le jeu, les “perversions” 
(terme toujours admis dans le vocabulaire psychia- 
trique frangais) voisinent avec les maladies vénériennes 
(‘maladies honteuses”) et les maladies bouc-émis- 
saires, dont l'un des types est l’alcoolisme. Maladies 
toujours plus asocialisantes, ostracisantes lorsqu’elles 
frappent une femme, pour les mémes raisons de 
défense de l’idéologie machista, de l’intégrité du male 
dominateur, exception faite de lhomosexualiteé 
(’homosexuel masculin étant catégorisé socialement 
avec les femmes). 
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Le probleme de l’aseptic intellectuelle ou de 
l’objectivité du médecin dans sa maniére de poser un 
diagnostic, et surtout dans |’attitude qui en découle de 
sa part face a celui 4 propos duquel il le pose, se 
montre a l’évidence lorsqu’on compare des cas aussi 
divers que l’appendicite aigiie dans les conditions 
habituelles, l’'appendicite aigiie dans des institutions 
pour le patient (prisonnier, militaire 

guerre d’Algeérie), simulateur, asthme 
psychosomatique, épilepsie, hystérie, alcoolisme. 
L’investissement subjectif et émotionnel dans le 
diagnostic, et dans le comportement qui s’en suit, varie 
considérablement d'un des cas cités ci-dessus a 


aliénantes 
pendant la 


l'autre. A une extréme la situation est claire: l’ana- 
tomie pathologique répondra de la sincérité du malade 
comme tel; on peut l’affirmer a la vue du tableau 


clinique. Les autres cas (sauf celui d’épilepsie con- 
firmée par |’E.E.G.) sont plus troubles. Dans son 
utilisation la plus large par les médecins qui ne sont 
pas des psycho-somaticiens spécialisés, aussi bien que 
dans le grand public, dire d’un trouble qu'il est 
psycho-somatique équivaut a dire que, pour partie, il 
est causé, voulu par le patient lequel en est responsable 
et ne mérite donc pas toute l’attention qu’on lui porte. 
Lorsque a la fin de son Histoire de hystérie Ilza 
Veith [6] nous explique que si les médecins voient 
disparaitre cette maladie, dont l'emploi dérivé dans le 
langage courant est si péjoratif, c'est parce que nos 
contemporains étant mieux informés a son sujet, elle 
perd en quelque sorte de son intérét qu’on ne la voit 
plus que “‘among the uneducated of the lower social 
strata” (p. 273). Le probléme est évacué, on peut 
fermer le livre et se reposer la conscience en paix! 
Mais cet auteur ne se pose absolument pas la question 
des modifications sociales spectaculaires et révolution- 
naires, notamment celles qui touchent a l’organisation 
sociale de la famille, premier échelon du pouvoir 
politique, et a la relaxation de la censure sexuelle, 
survenues depuis l’époque de la “‘grande hystérie” et 
depuis le tournant du siécle dans la strate bourgeoise 
viennoise (juive ou non). Pour l’alcoolisme la situation 
éclate au point d’aveugler les médecins. Le masque 
tombe avec fracas lorsque nous lisons dans le no 4 de 
la revue Scilicet{7]: ‘“lVaffinité, cas apparemment 
unique, de l’affection mentale (l’alcoolisme) avec une 
classe sociale, ici prolétaire” (p. 161). On croit réver 
lorsqu’on sait la diversité du spectre social en termes 
de niveaux socioprofessionnels et de niveaux de 
scolarité, et on ne s étonne plus désormais que le rejet 
en bloc de ces patients par le corps médical (exacte- 
ment comme il le fait pour certaines catégories 
d’accidentés du travail, les travailleurs nord africains 
immigrés en France [8}]) n’aboutisse fatalement a un 
échec monumental dans le traitement de celui qu’avec 
tous les autres on désire en réalité ostraciser, lyncher 

De la méme maniére on comprend la dynamique 
du succes désormais incontesté par quiconque s'est 
quelque peu penché sur ce probleme, sans les préjugeés 
habituels des médecins, de certaines associations 
d’alcooliques, les Alcooliques Annonymes entre 
autres. Or ce qui est frappant pour le médecin spécial- 
iste en sciences sociales qui essaie de comprendre 
comment fonctionnent de telles associations qui 
revendiquent plusieurs centaines de milliers de succés 
définitifs sur le continent nord-américain, c’est: (1) 
qu’on n’y fait pas la confusion entre la maladie 


“alcoolisme’”’ et les maladies d’origine toxiques 
causées par l’abus de l’alcool; (2) mais surtout que 
le patient est accueilli dans un contexte sous-culturel 
artificiel qui s’oppose totalement, point par point, au 
contexte nord-américain: ce qui gueérit l’alcoolique 
c’est la structure du groupe d’accueil, et socialement 
cette structure s’est constituée sur le modéle tribal le 
plus élémentaire qui se puisse concevoir (absence 
d’organisation politique, démocratie unanimiste, 
communication en réseaux, absence d’organisation 
économique, négation de tout systeme de com- 
pétition, de production, d’exploitation etc. . . .). 

Au niveau du public client et consommateur, 
lidéologie  scientiste a un impact considérable. 
Passons sur les possibiliteés que fournit l’ésotérisme 
aux charlatans de tous poils de se camoufler aisément. 
I] nest qu’a voir comment les arguments “‘scien- 
tifiques” (du genre: ‘‘au point ot en est rendue la 
science aujourd hui . . .”’) suivis d’un jugement péremp- 
toire sont utilisés dans tous les media d'information 
par les tenants des positions les plus opposées, sur des 
thémes émotionnellement trés chargés, débattus un 
peu partout en ce moment: l’‘avortement, |’euthanasie 
ou la peine de mort, par exemple. Rendus au niveau de 
Monsieur Tout-le-monde que veulent dire des mots 
comme allergie, stress, microbes, virus, antibiotiques, 
tranquillisants, cancer, . . . qui font maintenant partie 
du langage de tous les jours. Tous ces termes dont se 
gargarisent les Argan que nous croisons tous les jours, 
et utilisées par les spécialistes de la santé avec leurs 
clients, n’entrent-ils pas dans la méme catégorie pré- 
logique que l’on croyait, Freud le premier, étre le 
propre de l’enfant et du primitif? Et puisque de 
médecines et de médecins il s’est agi, ne dit-on pas 
des médecines non officielles, non-scientistes, que ce 
sont des remédes ou des médecines de “bonnes 
femmes’’, laissant transparaitre pour la premiére 
une singuli¢re odeur sexiste dans lidéologie 
médicale? N’avons-nous pas aussi notre propre 
mythologie, exprimée dans nos films, nos bandes 
dessinées, nos dessins animés, nos téléromans . . . notre 
publicité? 

L’étude de lidéologie n’est pas un luxe. Elle est 
particuli¢rement propre a nous révéler des aspects 
fondamentaux du fonctionnement des sociétés et des 
cultures, particuli¢rement la nétre. Mais, il ne faut pas 
la concevoir comme le faisait une certaine anthropolo- 
gie classique, fonctionnaliste: une partie comme une 
autre de l'ensemble culturel, le systeme des valeurs, 
au méme titre que les institutions politiques, la 
parenté, la religion ou la culture matérielle. Il ne 
s agit pas non plus de |’évacuer purement et simple- 
ment d’un revers de la main comme le font certains 
marxologues, dés lors quils lont placée dans la 
superstructure et qu’ils ont expliqué comment elle joue 
dans les rapports de classe pour maintenir au niveau 
de l’infra-structure des modes de production, les rap- 
ports de production et appropriation des moyens de 
production et de la plus-value. Un pas de plus est a 
faire et il faut s’attacher 4 void comment fonctionne 
cet imaginaire social, cet inconscient vécu a un niveau 
collectif, pour comprendre l’articulation de la pensée 
au niveau de la culture, en disséquant pour chaque 
société sa Weltanschauung, sa “‘pensée sauvage” pour 
utiliser l’expression stimulante de Lévi-Strauss [9]. 
C'est a ce prix, et a ce prix seulement, que l’on pourra 


fois 
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s’engager avec une certain sécurité dans l’approche 
transculturelle des relations patients/thérapeutes. 


QU’EST-CE QU’UN MALADE? 


Le terme de “‘patient”’ est certainement plus englob- 
ant que celui de ““malade”’ (plus couramment employé 
dans le frangais médical hexagonal), en ce qu'il 
désigne toute personne qui se présente a un agent ou a 
un service médical: donc aussi bien une femme en- 
ceinte ou une parturiente (dans notre culture on veut 
oublier que la grossesse et l’accouchement appartien- 
nent a la physiologie normale), un enfant a vacciner 
ou un homme qui subit un examen de routine. Je lui 
préfére cependant le terme de malade car il nous place 
plus radicalement au centre des discontinuités dont il 
était question plus haut. Le malade est quelqu’un en 
qui la culture et la société percgoivent, et acceptent 
comme tels, des critéres de dysfonctionnement. Bien 
évidemment, ces critéres relévent de deux catégories de 
connaissances, appartenant toutes deux a la pensée 
sauvage de la culture en question: (1) celles qui tien- 
nent a la notion de personne et aux variétés de 
personnes, notamment par rapport au sexe et a 
lage; (2) celles qui tiennent aux concepts de normal et 
d’anormal, prenant en considération les critéres précé- 
dents: le normal, et partant l’anormal, vont variet en 
fonction de l’age et du sexe. Par exemple, un adénome 
prostatique est plus normal a 60 ans qu’a 20 ans; mais 
que dire (et cela m’est arrivé) lorsque se présente en 
consultatation une vieille grand-mére qui se plaint de 
tous les sympt6émes de la “‘prostate”, selon son ex- 
pression, tels qu’elles les a lus dans le Larousse 
médical de son défunt mari? 

L’étiquette de malade suppose une triple reconnais- 
sance: (1) par les experts dont il sera question plus 
loin; (2) par l’entourage social (familial, groupe de 
travail, administratif, légal, etc... .); (3) par le sujet 
lui-méme. Un manque de concordance entre les trois 
peut aboutir a des plaisanteries macabres du genre de 
Vhistoire du médecin militaire a qui linfirmier vient 
apprendre le matin: ““Docteur le simulateur est mort!” 
Le sujet peut avoir un trouble sans aller pour autant 
en informer les deux autres parties. De la méme 
maniére spécialistes et entourage peuvent se mettre 
d’accord a l’encontre de l’intéressé pour le considérer 
comme malade, comme il en va frequemment pour les 
malades mentaux délirants. Dés lors qu’il y a accord 
ou ébauche d’accord, voire dés lors que les parties 
externes sont d’accord a l’encontre de l’intéressé, on 
attend de lui qu’il assume le rdle de patient tel qu’il est 
défini par la culture aussi bien sous ses aspects 
techniques que sociaux (hospitalisation, interruption 
des activités, exclusion ou ostracisme, mesures légales 
allant jusqu’a la privation des droits les plus élément- 
aires de la personne, tels la liberté de mouvement, les 
droits civiques etc... .) le cas oli l’intéressé, tout en 
reconnaissant ses troubles, refuse d’assumer le rdle de 
patient est intéressant et peut avoir diverses significa- 
tions. Dans une enquéte faite dans le cadre de 
GIRAME dans une communauté rurale des Cantons 
de l’est, Francis Martens [10] avait constaté que les 
femmes exprimaient fréquemment lidée que par 
rapport aux hommes, elles ne pouvaient pas se per- 
mettre d’étre malades. Cela voulait dire en quelque 
sorte: “je n’ai ni le temps. ni les moyens d’assumer ce 


role, de me soustraire a la part qui m’incombe dans 
les rapports de production, et donc de me soigner”’. 
Revanche antimachista? Peut-étre pourrait pousser 
l’interprétation plus loin; tel que cela est exprimé cela 
peut tout aussi bien vouloir dire aux autres: “‘je suis 
malade, mais par votre faute, parce que je suis ir- 
remplagable dans le groupe, je ne puis pas me 
soigner’’. Des raisonnements similaires se retrouver- 
aient surement dans la bouche de cadres supérieurs 
disant: “‘mes employés peuvent se permettre le luxe 
de se soigner, moi pas!” 

Un malade ne se définit donc pas seulement a un 
niveau clinique et étio-pathogénique, mais également 
a un niveau socio-psychologique. En d’autres termes 
les diabétes du médecin, du professionnel averti, de 
louvrier mal informé et obligé de se nourrir sur son 
lieu de travial, de l’épouse aisée d’un quartier rési- 
dentiel ou de la mamma italienne recemment immigrée, 
ne sont pas les mémes. De méme que linfarctus du 
chomer qui vit grace au bien-étre social, celui du 
petit épicier qui a monte sa petite affaire familiale et 
qui commence a prospérer, celui du jeune exécutif 
ayant des responsabilités dans une entreprise et en 
plein processus de promotion et de compétition, ne 
sont pas les mémes. Dans une médecine écologique, 
l’évaluation de la niche occupée par le malade (et dans 
laquelle le sexe joue un rdle de premier plan) au sein 
de son écosystéme humain particulier est capital. Dés 
lors, approche transculturelle pourrait commencer 
par faire un bilan descriptif structural des ensembles 
culturels considérés comme écosystémes (complexe, 
spécialisé, notion de climax, etc toutes notions 
bien classiques en écologie générale). 

Mais la conception que la culture se fait de la per- 
sonne est également de premiére importance. La 
culture peut la faire simple ou complexe, et d’elle va 
dépendre grandement la conception de la maladie et 
donc du malade. Si certaines cultures africaines comme 
les Malinké ou les Bambara du Mali jusqu a 
reconnaitre 264 catégories a la personne [11], le plus 
généralement, on a affaire 4 des modéles plus simples 
Dans le cas de notre propre pensée sauvage, et dans la 
mesure ou ceci est courament vehiculé dans le langage 
des non spécialistes un tant soit peu avertis, on peut se 


vont 


faire de la personne le modeéle suivant. Le dualisme 


cartésien oppose corps et esprit: d’ot la reconnaissance 
de deux types de troubles: les somatiques et les 
psychiques. Evidemment dans la conception du corps 
et surtout de la psyché, la femme (‘‘passive”, intui- 
tive, . . .) est caractérisée par le rdle prépondérant que 
ses sentiments, son affectivité vont jouer; si le chanteur 
Enrico Macias peut chanter aujourd’hui: “Femmes 
vous pensez avec votre coeur ...”, il faut se souvenir 
de toutes les résistances qu ‘il a fallu vaincre pour faire 
admettre que des affections comme Ihysteérie et 
l’anorexie mentale pouvaient se rencountrer avec des 
tableaux cliniques trés orthodoxes chez ‘homme aussi 
bien que chez la femme. Ceci jusqu’a ce qu'une ten- 
dance synthétique, non sans avoir eu a vaincre 
d’autres résistances trés importantes, soit arrivée a 
imposer le concept de maladie psychosomatique. Les 
débats récents sur l’avortement ont fait apparaitre a 
certains la nécessité de devoir distinguer entre |’4me et 
lesprit. Curieusement des théologiens catholiques 
dans une tradition exégétique remontant aussi loin 
qu’au IIléme siécle et reprenant une argumentation 
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attribuée a Saint Irénée, font de l’4me une catégorie 
séparée qui n’existerait que dans le mesure ow il y 
aurait eu contact, ne serait-ce que sacramentel, avec 
Dieu! et ces théologiens ont adopté des positions bien 
plus libérales que certains biologistes fortement 
idéoligisés et intégristes comme Lejeune, le généticien, 
ou Chauchard, le neuro-physiologiste, au cours de 
débats télévisés et donc destinés 4 apporter les fruits 
de la connaissance sur l’agora des mass media. 
Lorsqu’on en vient a la psyché, la terminologie freud- 
ienne s’étant bien vendue, un grand public va la 
concevoir comme divisée en instances séparées, dont il 
serait intéressant d’étudier 4 quelles représentations 
exactes elles correspondent dans le langage courant: 
conscient, inconscient, moin, ca surmoi.... Une 
étude culturelle de la maladie dans notre société et 
dans toute autre société qui ne tiendrait pas compte de 
des categories de la personne et qui ne sont ici 
qu ébauchées serait pour le moins incomplete et, ne 
pouvant rien replacer dans un tout structural, abou- 
tirait aux résultats triviaux de l’épidémologie classique. 

Le sexe de la personne joue un grand réle. On a 
signalé plus haut lidéologie sexiste qui caractérise la 
médecine officielle scientiste. On retrouverait des 
traces de cette idéologie dans le concept de maladie. 
Dans vouloir remonter a [histoire de I’hystérie, la 
“grande”, il est courant de trouver sous la plume de 
biologistes apparemment sérieux tels Schreider ou 
lendocrinologiste Vague, des expressions comme 
“Téternel féminin’’, ou de voir faire référence au 
poéte: “La femme et ses désirs sont réglés par la 
lune’. On parle couramment du “sexe faible” quant 
on sait que les statistiques démographiques et épi- 
démiologiques nous inclineraient bien plutdt a parler 
des femmes comme du “‘sexe fort’’. Il faut vraiment se 
persuader comment tout cet arriére-fond didées 
regues vient subrepticement shybrider avec un 
systeme de pensée scientifique qui se veut plus rigour- 
eux, pour ne pas renvoyer la notion de pensée sauvage 
aux seuls peuples emplumés. 


QU’EST-CE QU’UN THERAPEUTE? 


Sans vouloir généraliser de fagon outranciére on 
peut dire que toutes les sociétés et toutes les cultures 
reconnaissent a certains de leurs membres Iaptitude et 
le pouvoir de déceler les dysfonctionnement chez le 
malade, lui conférant avec |’étiquette nosologique le 
statut et le rdle qui lui est culturellement assigné. Ces 
aspects peuvent intervenir sur le trouble pour le faire 
disparaitre, rendre au souffrant le confort et le bon- 
heur perdus, en respectant autant que faire se peut son 
intégrité anatomique et fonctionelle, l’idéal étant une 
restitutio ad integrum. Mais il subsiste dans la notion 
de maladie tant de manichéisme dissimulé, que 
l'ambivalence qui fait osciller entre la pitié et la 
méfiance, voire lhostilité rejaillit sur celui qui a pour 
mission d’y remédier. Quel lien existe-t-il entre notre 
pharmacien et le pharmakon grec? Ce mot qui 
signifie poison désignait dans la Cité grecque le bouc 
émissaire, l’individu particulier, marginal, mis en 
réserve pour étre sacrifié, victime élective en cas de 
catastrophe (famine, peste, guerre) frappant le groupe 
dans son intégrité[12]. Cette ambivalence face au 
thérapeute se traduit au niveau de notre mythologie 
par le nombre incroyable d’histoires drdéles (aspect 


trop sousestimé de notre littérature orale), dont 
médecins et chirurgiens font les frais. Point n’est 
besoin de remonter a l’exemple plus célébre de 
Moliére, désacralisant sur scéne “La Faculté”. 
L’orthodoxie médicale a tellement été pergue comme 
menagante que, comme Frangois ler avait créé le 
College de France pour tenter de contre-balancer 
l’autoritarisme des théologiens de la Sorbonne, en 
1793 la Convention transforma les ci-devant Jardins 
du Roy en Muséum National d Histoire Naturelle, a 
seule fin que les disciples d’Hippocrate n’eussent plus 
le privilége et le monopole du savoir en matiére de 
vie... et de mort. A ces experts en troubles et en re- 
médes on demande au moins, attendu que leur action 
contre le mal ne peut pas 4 un moment donné du 
processus ne pas manipuler le mal, de faire le moins 
de mal possible. Ce que notre pensée sauvage traduit 
par l’adage: ““Primum non nocere’’. 

Dans toute société le thérapeute est celui qui détient 
a la fois Vhabileté et lhabilité de reconnaitre les 
malades et d’intervenir sur leurs troubles. Les deux 
aspects de la fonction peuvent étre dissociés, certains 
n’étant aptes qu’a déceler et désigner le mal, d’autres 
a porter le reméde. L’ensemble du processus de 
guérison, face a une population de malades reconnue 
par la culture comme extrémement variable et diverse, 
en ce qui concerne les elements de la personne 
atteints par les troubles ou les sortes de troubles, la 
fonction thérapeutique peut étre répartie a l’intérieur 
de tout un vaste groupe de thérapeutes a qui seront 
reconnues des habiletés et des habilités variables et 
souvent limitées. C’est dans le but d’éviter de tomber 
d’emblée dans la confusion qui pourrait résulter de 
ces deux variabilités conjugées qu’on a préféré le 
terme plus vague certes, mais plus englobant, de 
thérapeute pour ne préjuger en rien des contenus 
divers que les cultures peuvent mettre dans les 
différents réles. 

Sans se compromettre face a des variabilités 
structurales, on peut cependant esquisser un schéma 
assez général et opératoire des gestes attendus du 
thérapeute. Ceci se resume aisément dans la séquence 
générale qui fournit le plan logique de tous nos 
traités de pathologie: comme de tout processus 
médical, dans notre culture et les autres. 

(la) Diagnostic positif: bilan des caractéristiques 
objectives (et ceci vaut tout aussi bien pour des 
pratiques que nous jugeons, nous, comme pré- 
logiques) provenant de l’observation passive, soit de 
l’observation de faits provoqués, les tests (sont inclus 
ici par exemple les ordalies, les divinations par usage 
de poisons). 

(1b) Diagnostic différentiel: choix entre différentes 
possibilités d‘identification de la maladie, pouvant 
aller du plus invraisemblable au plus vraisemblable, 
ou prenant toutes les possibilités a probabilité égale, 
sans aucune hiérarchie. 

(2) Etio-pathogénie: du trouble a la lésion ana- 
tomique ou histologique, de la lésion a sa cause ou a 
son origine: un raisonnement de ce type peut étre 
plus condensé, sautant par exemple l’étape anatomo- 
pathologique, pour passer directement au déter- 
minisme causal interne ou externe. 

(3) Pronostic: pronongant un jugement en proba- 
bilité (i.e. ce que nous savons des choses lorsque nous 
ne savons pas tout) sur la gravité de la maladie et ses 
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conséquences, l’essentiel de ce jugement étant d’éva- 
luer quelle est la distance qui sépare le malade de la 
mort, en termes d’état: e.g. coma transitoire vs coma 
irréversible, cf. les débats récents 4 propos de ce cas 
du New Jersey et du droit 4 l’euthanasie non permise 
par notre culture quand d’autres la préconisent; chez 
les inuit par exemple il était courant de voir un vieux, 
rendu au terme d’une vie, jugée incompatible avec une 
certaine dignité de la qualité de la vie dans le groupe, 
faire savoir 4 son entourage qu'il allait mettre fin a 
ses jours. Le sénilicide et l’invalidicide sont pratiqués 
par nombre de cultures. Peut-étre les restes d'un 
romantisme maladif nous rendent presque défaillants 
devant de tels comportements. Mais qui comprendra 
les paradoxes de notre monde qui voit voisiner les 
génocides et les ethnocides les plus abjects pratiqués 
au nom de nos valeurs les plus hautes, et des mani- 
festations de masses contre la tuerie des bébés phoques. 
Aprés tout peut-étre les fourreurs ont-ils autant le 
droit de vivre que les fabriquants d’armements? 

(4) Traitement: accepté ou non par le malade et 
pouvant aller dans la rage de faire disparaitre le 
trouble a tout prix jusqu’a fabriquer une véritable 
tératologie iatrogene, copi¢e sur la_ tératologie 
physiologique expérimentale, dont le digne pére est 
Claude Bernard; avec son foie lave, il a ouvert la 
porte aux reins au cou, aux circulations crois¢es. . . 
aux inutiles, déshumanisantes et terriblement coite- 
uses greffes d’organes, type greffe du coeur, qui sont 
finalement les Jeux Olympiques de la chirurgie, ot le 
prestige, celui du chercheur comme le prestige 


national, passent avant la qualité de la vie du greffe. 
Ne cherchez plus le pére de Frankenstein; c est 


Claude Bernard; car pour comprendre |'Homme, cet 
homme de theatre rate nous a appris a le découper en 
organes et appareils, comme des piéces d’automobile. 
Je ne nie pas a la physiologie son utilité; mais la 
physiologie nest pas une fin, cest un moyen. 
Lorsqu’on l’erige en systéme et lorsque les sciences 
sociales et humaines la singent, commence la cata- 
strophe. 


LA VARIABILITE SEXUELLE 


C’est a au moins deux niveaux que le fait d’étre un 
homme ou une femme va intervenir: (1) dans la 
variabilité des rapports malade/thérapeute quelle 
importance y-a-t-il a étre un ou une malade? (2) 
quelle importance y a-t-il a étre un ou une thérapeute? 
et d’abord existe-t-il des théerapeutes femmes? dans 
quelle mesure et avec quelles difficultes ou résistances 
arrivent-elles 4 accéder a ce statut dans le groupe 
considéré? 


DIFFERENCES SEXUELLES ENTRE MALADES 


(1) Le cas le plus simple est celui dans lequel des 
maladies sont propres a l’un ou a I’autre sexe pour 
de simples raisons naturelles (biologiques) parce que, 
pour au moins certains détails de leur anatomie et de 
leur physiologie, les hommes et les femmes sont 
differents. Il y a ainsi des maladies ou des états 
physiologiques que les femmes peuvent avoir et que 
les hommes ne peuvent pas avoir, ce sont en gros les 
situations et les maladies gynécologiques ou obstét- 
ricales: ni la subincision (encore que, pour répondre 


avec Pouillon a Bettelheim [13], ces blessures ne 
soient pas si symboliques que cela), ni la couvade 
male n’ont remplacé la menstruation et la parturition. 
De méme une femme, on I'a vu plus haut, n‘aura 
jamais de trouble avec sa prostate puisque anatomi- 
quement cette glande lui fait defaut. Mais ces exemples, 
celui de la subincision ou de la couvade, aussi bien 
que celui de cette vieille dame dont je rapportais le 
cas et qui voulait que je diagnostique chez elle des 
troubles prostatiques (et qui était psychiatriquement 
tout ce qu il y a de normal), n‘empéchent nullement 
l'imaginaire, le fantasmatique a un niveau individuel 
ou collectif, de jouer. Ce point est capital pour notre 
discussion, par rapport a la bisexualité telle que la 
considérent les psychanalystes. (2) Lorsque homme 
ou la femme peuvent avoir les mémes maladies, et 
indépendamment de ce que nous apprennent les 
épidémiologistes sur la plus grande fréquence de telle 
affection dans tel ou tel sexe au point qu'on puisse en 
arriver a dire que telle maladie est une maladie 
dhomme ou de femme, | ideologie dominante propre 
a la culture va fournir une sorte de prototype, 
d’archétype idéalisé de la maniére dont homme ou 
la femme malade devraient se comporter. II parait 
assez Clair que cette attente soit fortement le reflet 
de l'image, pour ne pas dire l'imago, de homme ou 
de la femme. Pour ne pas nous étendre induement sur 
ce point qui sera sans doute abordé de facgon plus 
détaillée ailleurs si nous admettons que notre idéologie 
est fortement androcentrique, [homme appartient 
“au sexe fort” et la femme au “sexe faible’; a lui 
incombent les taches requérant force, agressivite, 
bellicosité, endurance, stoicisme. Dun homme qui 
faiblit devant la douler physique, la sienne ou celle 
des autres, ne dit-on pas quil est “une poule 
mouillee” (la poule étant, faut-il le rappeler, la femelle 
du coq), ou qu il se comporte ““comme une fillette’” ou 
une “‘femmelette’’. C'est-a-dire qu'on s’attend a ce 
que les hommes supportent mieux tant la douleur 
physique que l’idée de la maladie ou de la souffrance. 
Un homme ne doit pas pleurer. Peut-étre les psychi- 
atres et les epidémiologistes psychiatriques pourraient- 
ils nous conversions somatiques, les 
coenesthopathies, les obsessions ou les 
contenu hypocondriaque (noter létymologie du 
terme) cancérophobie, obsession de la contagion, 
etc. sont des affections plus feminines que 
masculines. Je leur le soin et la responsabilité d’en 
débattre. L’expérience de bien des praticiens, notam- 
ment des dentistes, est que les hommes sont quelque- 
fois et plus souvent qu'on ne croirait, ou quon ne 
voudrait croire, plus difficiles 4 traiter que les femmes 
en raison de leurs apprehensions. Un pattern courant, 
parait-il, dans l'approche du dentiste est de lui faire 
d’abord soigner les enfants. A ceci il existe une 
rationalisation, puisque dans la Province de Québec 
les soins dentaires sont payés par Assurance Maladie 
pour les enfants jusqu’a lage de 9 ans. La mére, qui 
dans son enfance a eu une expérience malheureuse 
avec le dentiste, accompagne ses jeuncs enfants. Elle 
se fait une opinion, pas tant sur sa compétence 
professionnelle, que sur son habileté a éviter la douleur 
tant redoutée, face a lepouvantable seringue. Elle 
envoie ensuite ses adolescents. Aprés quoi elle ira 
se faire traiter elle-méme et ce n'est qu’en dernier lieu 
que le valeureux chef de famille ira sasseoir sur le 
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fauteuil aux tortures, trés souvent accompagne par 
l'épouse consolatrice, lui tenant la main dans | épreuve. 
Ou est-il le sexe fort? 


DIFFERENCES SEXUELLES ENTRE THERAPEUTES 


Notre idéologie est a ce niveau si forte que les mots 
Docteur et Médecin n’ont tout simplement pas de 
féminin Doctoresse, nest employé que dans un 
francais trés approximatif et est a eviter selon les 
régles du bien parler. Tout comme architecte, 
ingenieur, professeur, juge, premier ministre, etc... . 
Je crois qu'il n'y a gueére quavocate qui fasse ex- 
ception. De la méme maniére, bien qu infirmiére ait un 
masculin, infirmier, sauf dans certaines spécialites 
(celles ol, a tort ou a raison, on a quelques raisons de 
penser que la force physique puisse étre de quelque 
nécessité, en psychiatrie par exemple), on s attend 
beaucoup plus a recevoir a travers des soins un 
certain maternage (tender loving care) et une certaine 
régression d‘une infirmi¢re que dun infirmier. I] 
serait interessant de suivre l’évolution du recrutement 
par sexe des etudiants dans les Facultes de Nursing. 
Par contre, et encore que cette profession soit en 
train de disparaitre, les sages-femmes, les matrones, 
ont toujours ete des femmes. 

La lutte pour l’'admission des femmes dans les 
Facultes de Médecine fait partie des pages glorieuses 
de lépopée feministe. On clame aujourd*hui qu'il 
n existe aucun contingentement de sexe dans les 
Facultes. Mais qu on ne vienne pas nier que les filles 
aient un certain handicap lorsqu‘elles defendent leur 
dossier d’admission dans une Faculté de Médecine. 
Il faut toujours se montrer extrémement mefiant 
lorsqu’a propos d’un probléme épineux de la sorte 
les esprits les plus libéeraux, ceux qui en réalite 
vehiculent | idéologie dominante de la fagon apparem- 
ment la plus innocente et inoffensive, se font l’avocat 
du diable et justifient la position “‘réactionnaire”’, en 
lespéce antiféministe, par une jolie rationnalisation. 
En voici une: les etudes médicales, payees comme le 
reste de l’éducation, par la communauté, coitent 
particuli¢rement cher; or beaucoup de femmes apres 
avoir recu les sacrements académiques, avoir été 
ordonnées médecin, se marient et ne feront pas de 
pratique; il paraitrait donc rationnel, de rendre aux 
garcons un certain nombre des places ainsi im- 
mobilis¢ées pour rien, et de n’accepter en Faculté de 
Médecine que des filles pour lesquelles la probabilité 
qu'un jour elles exercent la profession médicale pour 
une longue durée, soit trés forte. Le raisonnement 
est beau il faut l'avouer. Mais il ne tient pas compte de 
la surmortaliteé médicale chez les hommes et du 
nombre de femmes qui, leurs enfants éduqués, 
reviennent a l’exercise de la médecine et prennent les 
places de leurs collégues males que l’infarctus et 
autres maladies dites de civilisation ont fauché dans 
la fleur de l’age. 

Ceci dit, devenue médecin une femme a-t-elle la 
plenitude du sacerdoce médical? II y a des réles dans 
lesquels personne ne voit d’obstacle a la voir prati- 
quer. Si l’on y réfléchit bien ce sont ceux dans lesquels 
la femme et la mére peuvent accroitre lefficacité du 
technicien de la santé: gynécologue, obstétricienne, 
pédiatre, omnipraticienne pour femmes et certains 
hommes... psychiatres ou psychanalystes? La ou la 
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femme ou la mére jouent dans “lay health culture” un 
role thérapeutique. La ou la confiance et la confidence 
sont facilitées par elles. Qui ne concevrait pas qu'un 
homosexuel atteint d’une maladie vénérienne s’adresse 
de préférence 4 un médecin lui-méme homosexuel, ou 
qu'un alcoolique se confie de preférence 4 un médecin 
qu il sait avoir eu des expériences alcooliques. Le 
patient croit que la compréhension constitue une 
bonne part du rdle du médecin. Refléchissons sur le 
mythe du bon Dr. Welby et sur celui de sa fidéle 
Consuelo! I] semblerait par contre que les femmes 
soient moins bien percues a leur place dans les 
specialités chirurgicales. Pourrait-on pousser l’analogie 
structurale en rapprochant cette sorte d’antinomie 
avec celle qui existe vis-a-vis de la chasse, des rituels 
sanglants et de la guerre. Le sang verse du gibier, de la 
victime sacrifi¢e ou de |’ennemi sont en opposition 
structurale absolue avec le sang menstruel et obstetri- 
cal; la femme, plus li¢e a la reproduction démo- 
graphique, est aussi fréquemment associée a la 
fertilite de la terre et au renouveau des saisons, donc 
d’une maniére plus générale a l’univers végétal et a 
agriculture [12]. “Kinder, Kiiche und Kirche!” ? 


LES SEXES DANS LA SOCIETE ET LA MALADIE 


Comme cela a été plus ou moins clairement dit 
dans la définition du malade, celui-ci ne se trouve pas 
seul face a face avec le thérapeute et lappareil 
thérapeutique. La société dans son entier, hommes et 
femmes, représentée concrétement par la famille, et 
la communauté locale, est présente en permanence et 
ne joue pas seulement un role de figuration. On a 
insisté avec raison sur ce que les auteurs anglo-saxons 
ont appelé la “/ay health culture’, que je traduirais 
volontier par “pensée sauvage du groupe en matiére 
de santé’, et sur le rdle important qu'elle joue dans 
le processus de prises de décisions. Pour nous borner 
a un seul exemple, dans l’étude d'un petit village de 
pécheurs de la céte sud de Terre-Neuve, Mary Stark 
[14] note importance des femmes dans le réseau des 
personnes qui participent a la prise de décision: elle 
souligne particuliérement le rdle joué par la belle-mére 
de lépouse d'une fagon générale et l’existence dun 
véritable systeme de consultations non-profession- 
nelles appartenant a des femmes exclusivement; 
“elles ne se présentent pas comme suppleant aux soins 
professionnels, mais comme supplement et/ou ante- 
cédents de ces soins” (p. 95). Dans son étude d'une 
communauté rurale canadienne frangaise des Cantons 
de lest, Martens [10] semble trouver quelque chose 
d’assez semblable quant au réle des femmes dans 
l‘application banale de soins au sein de la paroisse. 
Cependant a une structure grossi¢rement comparable 
correspondent des connotations affectives assez 
opposées. Alors que les Terre-Neuviens révélent une 
angoisse omniprésente comme arriére fond de la 
maladie, l'image qu’offre la communauté Queébécoise 
semble refléter une sorte de confiance passive dans la 
nature et le destin qui régle en dernier ressort le sort de 
tous et de chacun. 


CONCLUSION 


Tant que les anthropologues, et bien évidemment 
avec eux, sinon plus qu’eux, les anthropologues 
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médicaux et les ethnopsychiatres se contenteront 
d’aligner des données triviales, portant sur quelques 
malheureux chiffres que l'on torture dans tous les sens 
pour leur faire dire quelque chose, on récoltera ce 
qu’on a semé: confusion, désordre, redondance, 
platitude, manque de critique, trivialite et vulgarite 
non scientifiques. La premiére demarche de l homme 
de science est de se demander si la question qu'il se 
pose n'est pas stupide et de critiquer la tradition 
méthodologique de laquelle il se réclame. Personne 
ne force personne a faire de la science, surtout pas les 
médecins qui avec leurs revenus peuvent se payer des 
distractions et des loisirs plus amusants, moins 
coiteux pour la communauté et, a d'autres niveaux, 
tout aussi gratifiants. Lorsqu’en toute liberte on 
décide de se livrer 4 une activité scientifique, ce n‘est 
pas pour sécraser au niveau du phénoméne, mais 
pour le dépasser et essayer de ne pas se tromper sur 
ce que ce phénoméne céle. Plus nous avangons et plus 
les réponses devront, a un niveau structural, impliquer 
des syntagmes nombreux et appartenant a des 
domaines de significations trés differents. Une ére 
nouvelle semble s’ouvrir depuis que l’anthropologie 
sort de l’orniére ou JTengluaient l’anthropologie 
culturelle et l’anthropologie culturelle classique. A 
certains elle apparait aujourd’*hui comme un lieu vide 
(lieu dans le sens de “‘lieu geomeétrique’’) dans lequel 
viendront se rencontrer des signifiants venus d‘hori- 
zons aussi éloignés que la psychanalyse, le material- 
isme historique, le darwinisme, le(s) structuralisme(s), 
etc. .. . Par quelque bout qu'elle soit prise la realite 
sociale et la réalité culturelle doivent toujours étre 
placées en perspective par rapport a une Jotalité seule 
susceptible de fournir des éléments signifiants ou 
significatifs ‘“‘Poor theory, poor data. Poor data, poor 
theory’. Parmi les avenues qui s ouvrent actuellement 
on peut retenir, entre autres, comme riche de 
promesses, la prise en considération de modes de 
pensée marxistes, comme celle de Antonio Gramsci 
avec ses concepts de bloc historique, dhéegemonie, 
d‘intellectuels organiques, etc. qui, que nous 
sachions n’a pas été jusqu’ici appliquéee a l’anthro- 


pologie comme il se devrait. Comment analyserions 
nous les spécialistes de la santé face aux malades, les 
hommes et les femmes, dans un contexte socio- 
culturel plus holistique, vus comme ce qu’ils sont, 
des intellectuels organiques de la bourgeoisie parmi 
les autres? Mais il se peut aussi que cet anthropologue 
noir américain ait eu raison lorsquil a dit cette 
boutade qui m’a été rapportée: “Ethnography is a 
novel, anthropology is a day-dream!”’ C’est précher dans 
le désert que d’essayer de faire comprendre que 
significatif n’a jamais voulu dire significant. 
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